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ACETATE 


(CORTISONE ACETATE, Mercx) 


The many 


indications for 


CORTONE highlight 


us therapeutic 
wmporlance in 


everyday practice 


Primary Site of Pathology and Indications 


1. EYE—Inflammatory eye disease. 2. NOSE—Intractable hay fever. 3. LARYNX—Laryngeal 
edema (allergic). 4. BRONCHI—Intractable bronchial asthma, 5, LUNG — Sarcoidosis. 
6. HEART—Acute rheumatic fever with carditis. 7, BONES AND JOINTS—Rheumatoid 
arthritis; Rheumatoid spondylitis; Acute gouty arthritis; Still’s Disease; Psoriatic arthritis, 
8. SKIN AND CONNECTIVE TISSUE—Pemphigus; Exfoliative dermatitis; Atopic dermatitis; 
Disseminated lupus erythematosus; Scleroderma (carly); Dermatomyositis; Poison Ivy. 
9. ADRENAL GLAND—Congenital adrenal hyperplasia; Addison’s Disease; Adrenalectomy 
for hypertension, Cushing’s Syndrome, and neoplastic diseases. 10. BLOOD, BONE MAR- 
ROW, AND SPLEEN—Allergic purpura; Acute leukemiat (lymphocytic or granulocytic); 
Chronic lymphatic leukemia.t 11, LYMPH NODES—L ymphosarcomat; Hodgkin’s Diseaset. 
12. ARTERIES AND CONNECTIVE TISSUE—Periarteritis nodosa (early). 13. KIDNEY— 
Nephrotic Syndrome, without uremia (to induce withdrawal diuresis). 14, VARIOUS TISSUES 
—Sarcoidosis; Angioneurotic edema; Drug sensitization; Serum sickness; Waterhouse-Frider- 
ichsen Syndrome. 


tTransient beneficial effects, 


Coronet is the registered MERCK & CO., Inc. 
trade-mark of Merck & Co., { Mangfacturing Chemists 
Inc. for its brand of cortisone. 
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A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 

The Pinebluff Sanitarium is stiuated in the sandhills of North Carolina in a 60-acre 
of long leaf pines. It is located on U. S. Route 1, six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 
wa facilities are afforded for recreational and occupational therapy, particularly out- 
of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his life problems; and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluif Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


ATTENTION 
Residents — Internes 


Are You Contemplating Entering Private Practice Soon? 


WE CAN EQUIP YOUR OFFICE COMPLETE. THE FOLLOWING 


ON DISPLAY .. . 
RECEPTION ROOM FURNITURE DIAGNOSTIC EQUIPMENT 
CONSULTATION ROOM FURNITURE LABORATORY SUPPLIES 
EXAMINING & TREATMENT a SURGICAL INSTRUMENTS 
SHORT WAVE DIATHERMY DRESSINGS, AMPOULES, ETC. 
SCIENTIFIC EQUIPMENT X-RAY EQUIPMENT & SUPPLIES 


We invite you to our stores. Let our SPECIALLY TRAINED PERSONNEL 
help you make your selection. SEE what you BUY, BEFORE you BUY IT. 


VISIT US AT YOUR CONVENIENCE. WRITE, WIRE or TELEPHONE 
if you desire NIGHT or WEEKEND APPOINTMENT. 


COMPLETE stocks of HAMILTON, NU-TONE, NU-TREND and STEELTONE. 
We SERVICE what we SELL. Terms to suit everyone. 


WINCHESTER 


“CAROLINAS’ HOUSE OF SERVICE” 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 
119 East 7th Street Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 
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WHAT DO THESE DOCTORS HAVE IN COMMON ...? 
(Certainly Your Face Fits On One Of Them) 


THEY REALIZE THE IMPORTANCE OF THE BLUE 
SHIELD” PLAN IN THE SCHEME OF THINGS MEDI. 
CAL. AND THEY KNOW THAT FOR 12 YEARS HOS. 
PITAL SAVING ASSOCIATION HAS 
DEMONSTRATED ITS INTEREST 
IN PROVIDING THE BEST BLUE 
SHIELD” (AND BLUE CROSS) PRO- 
TECTION TO HUNDREDS OF THOU- 
SANDS OF TAR HEELS. 
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*  Welltolerated +  Imparts a feeling of well-being 


sal patients 


Most menopav 
experience striking relief 


n 
of symptoms with “Premarin: 


S202 AYERST, McKENNA & HARRISON Limited + New York, N. Y. * Montreal, Conada 


fective 
Estrogenic Substances (water-soluble) 
also known as Conjugated Estrogens (equine) 
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broad-spectrum 
therapy in 


each tasty 


saspoonful 


Pure, well-tolerated Terramycin in 
pleasant raspberry-flavored vehicle, 
Each 5 ce. teaspoonful supplies 
250 mg. of truly broad-spectrum 


antibiotic effective against gram-positive and 


gram-negative bacteria, including the important 
Don’t miss 
Pfizer coli-aerogenes group, rickettsiae, certain large 
Spe viruses and protozoan organisms. 
appearing 
regularly in world's largest producer of antibiotics 
the J.A.M.A. 
ANTIBIOTIC DIVISION, CHAS, PFIZER CO. INC, BROOKLYN 6. N Y¥ 
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Meat... 


and the Weight Reduction Diet 
in Cardiac Disease 


The important relationship between obesity and the outlook in cardiac 
disease and hypertension is vividly emphasized in a recent publication of The 
American Heart Association.* 

For reasons not entirely understood at present, “heart disease and high 
blood pressure are more common in overweight persons than in those of 
desirable weight.’’ The predisposition to atherosclerosis in obesity and the 
increased physical burden of carrying excess weight are undoubtedly con- 
tributing factors. Hence, as this publication points out, weight reduction is 
the first line of defense in decreasing the incidence of cardiac disease, and in 
improving the prognosis after cardiac disease or hypertension has developed. 

Meat occupies a prominent position in the weight reduction diets out- 
lined in this American Heart Association booklet. This recommendation is 
in sharp contrast to the erroneous belief held in former years that meat is 
harmful in hypertension or cardiac disease. ‘““There is no evidence that red 
meat or any other form of protein in moderation has any adverse influence 
on blood pressure.” 


The magic formula for reducing is simply “Eat less.”” Two types of diets 
are outlined. One “allows moderate amounts of meat and other proteins, 
small amounts of fat and moderate amounts of carbohydrates.’ The other 
is “high in protein with plenty of meat, eggs and cheese, moderate in fat and 
low in carbohydrates.”’ Diet No. 1 provides 70 Gm. of protein, 60 Gm. of 
fat, and 120 Gm. of carbohydrate; caloric yield, 1,300. Diet No. 2 provides 
100 Gm. of protein, 80 Gm. of fat, and 60 Gm. of carbohydrate; caloric 
yield, 1,360. 

The inclusion of generous amounts of meat in these diets—12 to 16 
ounces of cooked meat or two substantial servings each day in Diet No. 2— 
is a reflection of the important role meat plays in any weight reduction regi- 
men. It is generously included because of its high content of protein of excel- 
lent biologic value and because lean meat contains unobjectionably small 
amounts of fat. 


*Food For Your Heart, a Manual for Patient and Physician, Department of Nutrition, Harvard 
School of Public Health, Harvard University, The American Heart Association, Inc., New York, 
1952. Copies available through local Heart Association. 


The Seal of Acceptance denotes that the nutritional state- <@gceeye, 
ments made in this advertisement are acceptable to the Council A =F 
on Foods and Nutrition of the American Medical Association. =) : 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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To combat intestinal and extra-intestinal amebiasis, found 
in every state of the Union: 


M i Li B & S; because of relative insolubility, assures 


high concentration in the large intestine, very effective 
against subacute and chronic amebiasis. Average adult 
dose: 0.5 Gm. (1 tablet) three times daily for 7 to 10 days, 
repeated if necessary. Control acute dysentery first or 
concurrently with emetine. 


Supplied in 0.5 Gm. tablets, bottles of 25. 


ARALEN?” Diphosphate — wei 


known antimalarial—induces complete clinical remission 

in pleuropulmonary amebiasis’ as well as hepatic and other 
forms of extra-intestinal amebiasis.” * Average adult dose: 

1 Gm. (4 tablets) daily for 2 days, then 0.5 Gm. daily 

for 2 to 3 weeks, which may be combined with or 

successive to Milibis therapy of intestinal amebiasis. 


Supplied in 0.25 Gm. tablets, bottles of 100 and 1000. 


Milibis and Aralen, trademarks reg. U. S. & 
Canada, brand of bismuth glycolylarsanilate 
and chloroquine, respectively. 
1. Lindsay, A. E., Gossard, W. H., and Chapman, 
J. S.: Dis. Chest, 20:533, Nov., 1951. 
2. Conan, N. J., Jr: Am. Jour. Med., 
6:309, Mar., 1949. 
3. Emmett, J.: J.A.M.A., 141:22, Sept. 3, 1949. 


Illustrated brochure 
on request. 


WINTHROP-STEARNS INC. 
New York 18, N. Y. Windsor, Ont 


™ 
| 
| 
| \ BER 4 
| 
| 
\ 
\ \ 
\ 
\ 
| | 


OFFICERS March, 1953 


Medical Society of the State of North Carolina 


OFFICERS 1952-1953 


President—J. STREET BREWER, M.D., Roseboro 

President-Elect—JOSEPH A. ELLIOTT, M.D., Charlotte 

First Vice President—GEORGE PASCHAL, M.D., Raleigh 

Second Vice President—JOHN R. BENDER, M.D., Winston-Salem 

Secretary-Treasurer—MILLARD D. HILL, M.D., Raleigh 

Executive Secretary—MR. JAMES T. BARNES, 203 Capital Club Building, 
Raleigh 


The President, Secretary-Treasurer, and Executive Secretary are members 
ex-officio of all committees. 


COUNCILORS 1952-1955 


First District—-Zack D. OWENS, M.D., Elizabeth City 

VICE COUNCILOR—T. P. BRINN, M.D., Hertford 
Second District--JAMES S. RHODES, JR., M.D., Williamston 

VICE CoUNCILOR—J. C. PEELE, M.D., Kinston 
Third District—DONALD B. KOONCE, M.D., Wilmington 

VICE COUNCILOR—AMOS N. JOHNSON, M.D., Garland 
Fourth District—JAMES GROVER RABY, M.D., Tarboro 

VICE COUNCILOR—ROBERT M. WHITLEY, IR., M.D., Rocky Mount 
Fifth District—JosEPu S. H1ATT, JR., M.D., McCain 

VICE COUNCILOR—ROBERT M. McMILLAN, M.D., Southern —_— 
Sixth District—-ARTHUR H. LONDON, JR., M.D., Durham 

VICE COUNCILOR—CLARENCE E. GARDNER, M.D., Durham 
Seventh District—JOHN W. ORMAND, M.D., Monroe 

VICE COUNCILOR—LESLIE M. Morris, M.D., Gastonia 
Eighth District—O. Norris SMITH, M.D., Greensboro 

VICE COUNCILOR—HARRY L. BROCKMANN, M.D., High Point 
Ninth District—JOHN C. REECE, M.D., Morganton 

VIcE COUNCILOR—JACOB H. SHUFORD, M.D., Hickory 
Tenth District—WILLIAM A. SAMS, M.D., Marshall 

VICE COUNCILOR—BURNICE E. MORGAN, M.D., Asheville 


Speaker of House of Delegates—Roscor D. MCMILLAN, M.D., Red Springs 
Vice Speaker of House of Delegates—PAUL F. WHITAKER, M.D., Kinston 


The above-named officers, councilors, and speakers constitute the Executive Coun- 
cil of the Society which has interim authority over the affairs of the Society between 
annual meetings of the House of Delegates. 


SECTION CHAIRMEN—1952-1953 


General Practice of Medicine and Surgery—C. L. NANCE, M.D., Charlotte 
Practice of Medicine—JosEPH S. HIATT, JR., M.D., McCain 


Ophthalmology and Otolaryngology—SAMUEL D. MCPHERSON, M.D., 
Durham 


Surgery—ALEXANDER WEBB, JR., M.D., Raleigh 

Pediatrics—ROWENA S. HALL, M.D., Wilmington 

Gynecology and Obstetrics—HuGuH A. MCALLISTER, M.D., Lumberton 
Public Health and Education—ROBERT F.. YOUNG, M.D., Halifax 
Neurology and Psychiatry—RICHARD L. MASLAND, M.D., Winston-Salem 
Radiology—J. DONALD MACRAE, M.D., Fayetteville 

Pathology—WILEY D. Forsus, M.D., Durham 

Anesthesia—ROSCOE WALL, M.D., Winston-Salem 


Vill 
{ 
| 


Olfactory nerve 


2. Anterior ethmoidal 


artery 

- Ophthalmic nerve 

. Maxillary nerve 

. Sphenopalatine ganglion 
. Anterior, middle & 
posterior superior 
alveolar nerves 

. Maxillary lymph nodes 
. Anterior palatine nerve 
. Great palatine artery 


Buccinator lymph nodes 
. Lingual nerve 
. Inferior alveolar nerve 


& artery 


. Lingual artery & vein 
. Mylohyoid nerve & artery 
. Supramandibular lymph 


nodes 


16. Submental lymph nodes 
- Submaxillary lymph 


nodes 


. Trachea 


. Sensory root of trigeminal 


nerve 


. Motor root of trigeminal 


nerve 


. Superficial temporal 


artery & vein 


- Mandibular nerve 

. Sphenopalatine artery 

. Internal maxillary artery 
. Parotid lymph nodes 

. External carotid artery 


. Pterygoid venous plexus 


Oropharynx 


Anterior & posterior 
facial veins 


30. External maxillary 


artery 


. Hypoglossal nerve 

32. Vagus nerve 

33. External jugular vein 
34. Internal carotid artery 
. Esophagus 

. Internal jugular vein 


This is one of a series of paintings by Paul Peck, illustrating the anatomy of various organs and 4 te 
tissues of the body which are frequently attacked by infection, where aureomycin may prove useful. “sal _ 


i§ 
5 fii | 4 > 
| 16 w 33 
12 
4 13 
6 15 
9 


When infections in the moudh are 


serious, frequently they wil respond to 
Aureo 


HYDROCHLORIDE CRYSTALLINE 


C Literature available on reguest- 


* * 


LEDERLE LABORATORIES DIVISION 


american (yanamid COMPANY 


30 ROCKEFELLER PLAZA, NEW YORK 20, N.Y. 


{ 


ADVERTISEMENTS 


A REASON WHY 


SO MILD, SO FLAVORFUL! 


WOACE QUAANEY 


March, 1953 IX 
March, 1953 
ess 
| 
a fits 
CAME 
WA 4 
4 
Es 


ADVERTISEMENTS March, 1953 


CHILDREN'S SIZE 


AVER 


ASPIRIN 


\S 
\ Be @ The Best Tasting Aspirin 
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@ The Flavor Remains Stable 
OR LIQUID \ Down to the Last Tablet 
hy i in the Bottle. 
@ 24 Tablet Bottle... 
2% gr. each 15¢ 
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SULFACETAMIDE 
SULFADIAZINE 


SULFAMERAZINE 


the “extra advantage” 


in this triple sulfonamide is 


sulfacetamide 
/\ 
TRICOMBISUL® (acet-dia-mer-sulfonamides-Schering) provides not only 
a sulfadiazine and sulfamerazine — standard components 
@ 
f al of almost all triple sulfonamide mixtures — but also sulfacetamide. 


Sulfacetamide brings to the combination extremely high solubility, high 


bacteriostatic activity, and greater safety for the urinary tract. 
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bile 


overcomes stasis 


. the best bile salt to use ... would be the one that produced 
the most copious flow of secretion from the liver. .. . In short, 
hydrocholeresis would be advantageous, if achievable. 


“It is. The preparation, dehydrocholic acid, commercially 
available as Decholin . . . does considerably increase the volume 
output of a bile of relatively high water content and low 
viscosity. The drug is not a cholagogue, i.e., it does not promote 
evacuation of the gallbladder, but it is a good ‘flusher’.”’* 


Decholin 


dehydrocholic acid, Ames 


Hydrocholeresis with Decholin produces abundant, 
thin, free-flowing bile—‘therapeutic bile.” This 
flushes thickened bile, mucus plugs and debris 
from the biliary tract. 

Decholin Tablets, 334 gr. (0.25 Gm.), bottles of 100, 500, 1000 
and 5000. 


Decholin Sodium (sodium dehydrocholate, Ames) 20% aque- 
ous solution, ampuls of 7¢€, 5 cc., and 10 ce 


*Beckman, H.: Pharmacology in Clinical Practice, 
Philadelphia, W. B. Saunders Company, 1952, p. 361. 


Decholin and Decholin Sodium, trademarks reg. 


AMES 
COMPANY, INC., ELKHART, INDIANA 


Ames Company of Canada, Ltd., Toronto 
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Depo-lestosterone 


Trademark Reg. U.S. Pat, Off. CYCLOPENTYLPROPIONATE 


Fach ee. contains: 


Testosterone Cyclopentylpropionate 
50 mg. or 100 mg. 
Chlorobutanol 5 mg. 


50 mg. per ce. available in 10 ce, vials 


100 mg. per ce. available in 1 ee, and 
10 ee. vials 
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“ONE MINUTE X-Ray” 
is now 4yailgble 


CIVILIAN Se 


You've probably already heard of 
the “one-minute” Picker-Polaroid radiograph. 
Introduced a little over a year ago, this dramatic development 
was immediately accepted by the Armed Services which requisitioned 
the entire output for military needs. Ever since, we have been struggling 
to increase production to the point where parallel civilian needs 
could at least be partly met. That point has now been reached. Limited 
quantities are becoming available to civilian users. 


The Picker-Polaroid system is an adaptation to radiography 

of the self-development principle of the Polaroid Land Camera. 
The whole job takes only a minute ... can be done in broad 
daylight ...needs no darkroom, no solutions, no dryer. 

It is all incredibly simple and quick: (a) you load the cassette 
(b) make the exposure (c) put the cassette in the automatic 
processing box. Wait sixty seconds: open the box and there's 
your finished radiograph ... flat, dry, ready for use. 

Its speed and convenience have already proven invaluable in 
the operating room for hip-pinning and similar procedures; 
for emergency hospital admissions, for work with THE AUTOMATIC PROCESSOR 
portable and mobile x-ray units. 


Since quantities are still limited, those wishing to obtain 
Picker-Polaroid equipment supplies would do well to 
communicate at once with either their local Picker office, 
or with Picker X-Ray Corporation, 25 South Broadway, 


White Plains, New York. POLAROID 


CHARLOTTE 3, N.C., 1513 Camden Street DURHAM, N.C., P. O. Box 994 
WINSTON-SALEM, N. C., 1016 Vernon Avenue 
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®) 
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ALCOHOLIC REHABILITATION 


LORANT Forizs, M.D.* 
BUTNER 


From the overall point of view, the reha- 
bilitation of the alcoholic may be divided into 
three fairly distinct phases. The first could be 
called, in common parlance, the work of so- 
bering up; the second, investigation into the 
causes of drinking; the third, working 
through the patient’s problems. 

Phases of Rehabilitation 
Sobering up 

The work of sobering up would include the 
process of clearing the after-effects of in- 
toxication, such as refilling the exhausted 
vitamin depots, handling such immediate 
emergencies as infections due to decreased 
bodily resistance, restoring the normal phys- 
iology of the organs, and treating major 
psychiatric conditions based on impairment 
of the brain function, such as delirium 
tremens. This is primarily a medical rather 
than a psychiatric problem. Research aimed 
mainly at the somatic aspects of chronic alco- 
holic intoxication is responsible for the tre- 
mendous progress that has been made in 
this particular field. Up until the discovery 
of vitamins the mortality of delirium 
tremens, for instance, was nearly 50 per 
cent. As a result of new investigations this 
enormous mortality has tapered off until it 
is today under 10 per cent and, according 
to some large statistics, even below 5 per 
cent. It has become doubtful as to whether 
this decrease was due only to the introduc- 
tion of supplementary vitamin administra- 
tion or whether the fluids that used to con- 
stitute the vehicle for the continuous infu- 
sion of very large quantities of vitamin also 
played a part. Apparently, a significant loss 
of body fluids results from chronic alcoholic 
intoxication. Part of this fluid loss comes 

Read before the North Carolina Neuropsychiatric Associa- 


tion, Greensboro, October 17, 1952. 
*Clinical Director, North Carolina State Hospital at Butner. 


from the intracellular compartment of body 
water. The rapid replacement of this loss 
undoubtedly ‘s of primary importance. 

More recent investigations into the physi- 
ology of stress and the defensive mecha- 
nisms of the body against stress have indi- 
cated that substances that prove to be of 
great value in other types of diseases con- 
stituting adaptation to stress can be of 
great benefit after the terrific stress of a 
prolonged drinking spree. Investigations of 
Smith, Lovell, and others seem to give satis- 
factory evidence that with adrenocortical 
extract the uncomplicated hangover can be 
overcome within a few hours. In our own 
experience an uncomplicated hangover hardly 
ever requires longer intensive treatment than 
24 hours. Major psychiatric conditions seem 
equally to respond to ACE, or more fre- 
quently to adrenocorticotrophic hormone 
medication. Delirium tremens hardly ever 
lasts longer than 48 hours under this regi- 
men. The hormones apparently are helpful in 
restoring homeostasis, including the restora- 
tion of fluids as well as minerals. According 
to some workers in this field, salt alone, if 
given in satisfactory quantities, can allevi- 
ate, almost as rapidly as hormones, the sub- 
jective suffering of a hangover. The few 
psychotherapeutic aspects of handling in- 
toxication will be mentioned in the general 
discussion of psychotherapy. 


Investigation into the causes of drinking 
Only after the first phase has been com- 
pleted, can one approach the second phase of 
rehabilitation—investigation into the causes 
of habitual drinking. There are many theo- 
ries and working hypotheses concerning the 
causes of alcoholism, none apparently giving 
the full answer. The most likely theory is 
that the cause lies in the personality of the 
individual, including the physical, mental, 
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and emotional aspects. The ever-broadening 
evidence seem to point toward the emotional 
aspect; therefore, without neglecting any of 
the others, the investigation should be fo- 
cused on the character developmental phase 
of traits and the emotional structure. 

According to those who like to think in 
dynamic terms of personality disturbances 
or character deviations, the alcoholic, on ac- 
count of his faulty personality development, 
suffers from a neurotic discomfort. There 
are signs of desperate attempts to compen- 
sate for these discomforts in the form of 
certain character defenses. When at a cer- 
tain age these defenses for some reason start 
to break down, the alcoholic candidate 
changes from the teetotaller or social drinker 
to the addictive drinker. He then has a ten- 
dency to reach for the drug to anesthetize 
his personality discomfort. 

In the addictive drinker the emotional im- 
maturity, the scrambled character structure 
resulting from it, plus the pharmacologic ef- 
fects of alcohol preclude further emotional 
growth; in fact the pharmacologic action of 
alcohol enhances regression. We might des- 
cribe the effect of alcohol in this respect, as 
meeting the regressive needs of any neurotic, 
and mainly the character neurotic. Speaking 
in figurative terms, the alcoholic, when intox- 
icated, is operating on an infantile level, 
whereas, when sober, he is a very uncom- 
fortable child in an adult body and in an 
adult world. 

Taking into an account this fundamental 
principle, let us consider the relatively neg- 
lected significance of the observation and in- 
terpretation of the drunken behavior of an 
alcoholic. According to Strecker, we are al- 
most always able to detect in drunken be- 
havior a nucleus which seems to be a good 
indication of the focal conflict of the in- 
dividual and the most immediate and primi- 
tive defenses to it. To mention a few fairly 
common conflicts, the “crying drunk” ap- 
pears to be an indication of the “lost child”; 
the intoxicated sexual athlete shows the ten- 
dency to compensate in a pseudo-masculine 
way with frequent heterosexual contacts for 
the vague awareness of predominantly fem- 
inine identification; the fighting drunk re- 
flects the conflict within the area of diffi- 
culties with figures of authority, usually 
originating from early conflicts with the 
father. 

Our work at Butner includes a thorough 
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investigation into the patient’s social back- 
ground, his formative years, and the later 
circumstances that seem to be contributory 
to the actual imbalance of his character 
structure. The end-product is what could be 
called “insight material.” 


Working through the patient’s problems 

This leads us to the third phase of the 
rehabilitation process, comprising the in- 
sight-giving and the working through of the 
problems contained therein, resulting in a 
personality change that would allow the pa- 
tient to live his life without the crutch of 
alcohol. 

Inpatient Therapy 

Within the framework of the North Caro- 
lina Alcoholic Rehabilitation Program phase 
two, and to a lesser extent, phase three, our 
chief concern, phase one being considered 
as primarily a medical problem that should 
be taken care of in the local community. Not 
every intoxicated person is necessarily an 
alcoholic, and not every alcoholic is a can- 
didate for rehabilitation. 


Motivation 

Phases two and three require what we 
call sufficient motivation and cooperation on 
the part of the patient, and apparently 
neither science nor society has found the 
answer to this very important question. It 
seems to be agreed that voluntary patients 
offer the best and perhaps only hope at the 
present time. One of the indications of ade- 
quate motivation appears to be the patient’s 
willingness to contribute financially to his 
own rehabilitation. The treatment unit at 
Butner admits voluntary patients only, and 
charges $72.00 for the 28 days’ stay in the 
inpatient service. During the four weeks 
the collection of insight material and the 
initial process of insight-giving run side by 
side. 

Through the cooperation of local welfare 
departments, in the majority of the cases 
excellent social histories are available for the 
clarification of background material as well 
as current patterns of the patient’s life, so- 
ber or drunk. During their stay with us the 
patients receive group psychotherapy, which 
is carried out with the help of films about 
mental mechanisms and other aspects of the 
problem. These serve didactic purposes, on 
the one hand, and, on the other hand, give 
chances for identification, helping to break 
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down road blocks in the way of emotional 
learning. 


Identification 


Identification appears to be a more pene- 
trating sort of learning, especially when it 
comes to insight on the emotional level. These 
preverbal ways and means seem to be more 
effective than any amount of verbalization 
and intellectual insight. The images of the 
film, the action of the characters ring the 
bell somewhere down in the deep. In the 
following discussions, statements sometimes 
emerge from unbelievable depths of the sub- 
conscious. Each of our patients has a chance 
to see and discuss those films twice. Re- 
markably enough, but easily understandable, 
the effects of the first showing are greatly 
different from that of the second. First, pa- 
tients usually identify themselves with the 
parental figures of the film, and usually only 
in the second showing are able to iden- 
tify themselves with the child. Here again, 
with careful interpretation, the neurosis of 
the parental film character is also analyzed. 
This seems to break down one of the greatest 
blocks to insight—the guilt that used to be 
felt at “criticizing’’ one’s own parents. 

In a further phase of the discussion we 
imagine that almost everybody in the film 
gets drunk. It is remarkable to hear a day 
laborer or a so-called deteriorated “skid row” 
character describe, almost as accurately as 
any of our doctor patients or other cultured 
individuals, the effect of five or ten drinks, 
or of three days’ continuous spree, on the 
over-dependent film character who has been 
rejected by his father; or explain how the 
rejected girl would be able to cuss out her 
neurotic, obsessive-compulsive mother in 
the film; how the hostile girl, with all her 
hostility directed into competitive channels 
would become the periodic drinker who, be- 
ing addicted to success at one time, would 
relax, enjoy, or celebrate her triumphs only 
to go downhill and then up again through 
several months of sobriety, thereby estab- 
lishing the periodic pattern of drinking; or 
how the shy boy with predominantly fem- 
inine identification would be at ease at the 
fraternity dances with the help of a couple 
of drinks, and how he may become entirely 
promiscuous at a more advanced stage of his 
drinking career. 

The aim of the psychotherapy is to work 
out a compromise solution lying between 
“trying to be drunk when sober” and _ so- 


ALCOHOLIC REHABILITATION—FORIZS 99 


called “normal” life adjustment. To this 
end, all the necessary medical, laboratory, 
psychologic and psychiatric investigations 
are carried out, and the patients are also of- 
fered opportunities for sufficient recreation, 
occupational therapy, and spiritual guidance. 


Transference 

Let us return to the psychiatric aspects 
of the first phase of the sobering-up process. 
It is fairly obvious that with all the imma- 
turity and complete regression evident at 
that time, the most important emotional need 
of the alcoholic in the hangover is the need 
for a loving, unconditionally accepting 
mother; therefore it is equally obvious what 
the effect of threats, commands, criticism, 
and the like can be at that stage. The alco- 
holic 1s a provoking, frustrating patient at 
that stage, and I am sure that we have 
turned our back on many of them more than 
once. However, I believe that it is appropri- 
ate to mention here that the doctor, and es- 
pecially the psychiatrist, should be aware of 
his counter-transference and not fall a vic- 
tim to it. 


Outside Help for the Patient 


It would seem obvious that only a limited 
number of patients are able to achieve suffi- 
cient change in their personalities within 
these four weeks to be able to cope with their 
problems and live the rest of their lives in 
sobriety. This is the most important reason 
why the third, “working through” phase of 
rehabilitation requires outside help for the 
patient. For some association with Alcoholics 
Anonymous, with its group technique and 
spiritual approach, offers sufficient help; in 
other cases the help of a social worker, the 
sympathetic listening and spiritual guidance 
of a minister might mean adequate support. 
In our opinion in most cases, and in some 
cases particularly so, long-term psychother- 
apy of some form is indicated, unavoidable, 
or indispensable. This phase, comprising the 
long-term program, cannot be handled in 
a central place, if only because of the geo- 
graphic difficulties. Other than these, finan- 
cial, social or other environmental factors 
would dictate a decentralization of this 
branch of the rehabilitation program, plac- 
ing the patient back on the community level. 

Local mental hygiene clinics seem to be 
the most appropriate means of carrying out 
this phase of the program. There are several 
of these in North Carolina, but they are 
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carrying a great case-load of other type of 
diseases. 

The North Carolina Rehabilitation Pro- 
gram is strongly urging local agencies to 
make such facilities available for alcoholic 
patients. Financial support was provided for 
similar purposes, allowing the local clinics 
to enlarge their staff for the same end. 


Group therapy 

A great many psychiatrists have tried in- 
dividual psychotherapy in cases of alcohol- 
ism, but it seems to be the consensus that 
neurosis in general, and alcoholism in par- 
ticular, cannot be adequately approached by 
this method except in a few cases. The alco- 
holic does not seem able to stand the intense 
transference between himself and the thera- 
pist. His dependency needs are too painfully 
felt in that setting. Sooner or later he will 
respond with equally excessive defiance, ag- 
gressiveness, or passive resistance, usually 
ending up in a new spree. With this knowl- 
edge, group therapy in private practice 
should be encouraged. Small groups of five 
to ten members can be, and have been treated 
with excellent results. In fact the method 
seems to be ideal for the ‘“‘working-through” 
phase. In the group, transference is diluted, 
multidimensional, and dependency needs be- 
come anchored in the group as a whole. 
Group dependence is culturally much more 
acceptable, less threatening to the ego. The 
success of Alcoholics Anonymous testifies to 
this fact. Greup dependence entails less fear 
of being considered a sissy or of latent homo- 
sexual drives breaking through. If more phy- 
sicians would try group therapy in their 
private practice, I am certain that they 
would find the alcoholic, at least in many in- 
stances, an extremely gratifying patient. The 
group method would reduce the financial 
burden of treatment for each patient. 

Group therapy should be complemented 
with a few individual sessions, for which 
there seems to be a need in some cases. 


The patient’s family 

If we presume that alcoholism is a person- 
ality problem and that candidates become 
conditioned in the formative years, we have 
to assume that persons with character de- 
fects will tend, subconsciously as a rule, to 
marry similarly unbalanced characters. It is 
our observation that the wives of our pa- 
tients are, almost without exception, as emo- 
tionally sick as their alcoholic husbands, The 
patient’s drinking does not seem to consti- 
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tute the whole basis for his wife’s neurosis. 
Careful investigations prove the pre-exis- 
tence of her neurotic traits, which actually 
were responsible for the marriage as a match 
to his character neurosis. Consequently, in 
treating the alcoholic husband, a great deal 
of attention—sometimes psychotherapy itself 
—should be given to the wife in order to 
maintain a stable sobriety. Up to now, rel- 
atively little has been done on these flanks 
of the alcoholic problem. We are only in the 
planning phase of setting up some sort of a 
similar flank support for our patients. 


Conclusion 


Sufficient time has not yet elapsed to per- 
mit us to evaluate the efficiency of our work. 
The follow-up of an alcoholic constitutes a 
separate problem of considerable size in it- 
self. However, the majority of our patients 
and the general public seem to be satisfied 
with our work. 


The author is indebted to Dr. David A. Young, 
General Superintendent, North Carolina Hospitals 
Board of Control, for permission to publish this 
aper. Neither Dr. Young nor the Board of Control 
is any responsibility for any fact or opinion ex- 
pressed in the paper. 


Alcoholism—Dr. Howard W. Haggard, professor 
of applied physiology of Yale University, who 
heads the Yale School of Alcohol Studies, has said 
that there are approximately 3,500,000 compulsive 
drinkers in the United States. This estimate does 
not include normal excessive drinkers who can 
take a drink or leave it, but only those problem 
drinkers who use alcohol as a “crutch” and depend 
upon it for the satisfactions which life does not 
give them by virtue of various conflicts in the 
unconscious which still remain to be investigated 
with the disciplines of scientific medicine. 


Science and Morality: Critics of the philosophy 
and strategy of science have been with us for cen- 
turies. They were especially vocal during the latter 
half of the nineteenth century, when evolution was 
vigorously attacked because of its alleged antag- 
onism to widely held religious beliefs. Their voices 
have reached a new crescendo in late years, and new 
charges are now being hurled along with variations 
of the earlier theme. Many still believe that the 

hilosophy of science is mechanistic and material- 
istic, that it reduces man to something closely akin 
to a complicated machine, and denies, or at least 
minimizes, the spiritual aspects of human life. . 
In the market place of public opinion, where ethical 
and moral values are appealing for recognition, 
appraisal, and loyalty, the sciences are neutral. The 
release of atomic energy from nuclear fission by 
chain reaction, for example, has no moral signifi- 
cance, in and of itself. It is what men do with this 
new and spectacularly dynamic form of energy that 
is either good or bad. The primary objective of 
science is to increase the efficiency of men, of their 
minds and bodies, their tools and implements, their 
techniques and institutions. But it is all too obvious 
that there is little if any correlation between scien- 
tific efficiency and righteous morality.—Kirtley F. 
Mather: The Problem of Anti-scientific Trends To- 
day, Science 115:533 (May 16) 1952. 
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THE PROBLEM OF ADDICTIVE 
DRINKING 
Beverage Alcohol in Simple and 


Complex Societies 
Roy E. REED, M.D. 
WINSTON-SALEM 


Physicians have not always been the first 
to recognize the existence of a disease con- 
dition. Always there have been conditions 
which successfully resisted the attention and 
concern of the medical profession until pub- 
lic opinion forced them out into the daylight 
of unimpassioned scrutiny where the medi- 
cal men were forced to claim them as their 
particular interest. 

Such lately has been the social scourge of 
alcohol addiction and alcoholism. Called, cor- 
rectly no doubt, public health problem num- 
ber four, pathologic drinking is, in its num- 
erous aspects, a medical, social, legal, educa- 
tional, and moral problem. It can only prop- 
erly be understood in the totality of its many 
implications. 

Viewed historically, the use of alcoholic 
beverages is a very ancient custom. We know 
that the brewing of beer was probably dis- 
covered almost simultaneously with the dis- 
covery of agriculture itself, and the custom 
seems to have followed the subsequent spread 
of agriculture throughout the world. We may 
presume that the use of natural fermentation 
to produce wine is even more primitive and 
ancient. Of course, the origin of this beverage 
is lost in the prehistoric period, but the 
chances are that it was an independent in- 
vention, that it occurred simultaneously in 
different parts of the world, because the 
process itself is so simple. Distillation we 
know to be a relatively recent invention, 
probably not antedating the Christian era 
by very many years. 


Public Attitude Toward Drinking 


Even a brief review of the antiquity and 
distribution of alcoholic beverages suggests 
at least one important generalization — 
namely, that the custom is a very strong 
one, as measured by its power to survive 
in the face of competing customs. This sur- 
mise or generalization is based upon the an- 
thropologic doctrine that a custom, a tra- 
ditional way of thinking and acting, does 
not survive and spread from its point of 
origin unless it gives men some satisfaction, 
unless it solves some human problem. If we 
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think back over the long history of alcoholic 
beverages and consider the ease with which 
many other forms of behavior deemed to be 
an essential part of primitive life have 
changed and disappeared under the impact 
of a higher civilization, we get an idea of 
how strong and successful a custom alcohol 
appears to be in the face of competition with 
other customs. 

Not only has this custom survived, but it 
has been successful in the face of severe op- 
position. We know, for instance, that a good 
many of the higher civilizations of the past 
have fought against alcoholic beverages and 
tried to control and prohibit them. We know 
that in China at various times, in India, in 
Mesopotamia and among the Incas and the 
Aztecs of America, attempts were made to 
prohibit alcoholic beverages entirely or to 
control their use, and that these attempts in- 
variably failed. In other words, the use of 
alcoholic beverages prevailed in the face of 
definite, organized, and consciously directed 
opposition. We must conclude from this that 
some important human value is involved that 
makes alcohol hard to abolish. This obser- 
vation, in turn, leads to another — namely, 
that despite this value, the use of alcoholic 
beverages is frequently regarded as dan- 
gerous and attempts are made to control or 
abolish it. 

Sometimes the controls or restraints have 
been of a relatively limited sort. For in- 
stance, as members of primitive societies, 
men have been permitted to drink as much 
as they chose, but women were severely re- 
stricted as to the amount they might drink. 
In a few instances, women have been pro- 
hibited entirely from drinking the beverage 
even though they were the ones who pre- 
pared it. In some societies permission to 
drink was obtained only after one had reach- 
ed the age of maturity. There were also many 
limitations with regard to the time or the 
circumstances under which one might drink. 

These limiting conditions did not go nearly 
so far as the attempts at prohibition in 
higher civilizations; but it seems clear, even 
from these examples, that there is definitely 
an ambivalent, contradictory attitude toward 
drinking, an attitude, on the one hand, of 
approval which permits it to exist, and on the 
other hand, of fear, of suspicion, which leads 
to attempts to restrain it in various ways. 
This ambivalence in the regard with which 
mankind has always held alcohol is no small 
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part of the problem of the control of alco- 
holism today. 

These two generalizations suggest that one 
approach to the problem of addiction would 
be to gather more information on these two 
aspects of the use of alcohol: (1) its value 
to mankind, which has enabled it to persist 
against serious opposition;’and (2) the na- 
ture of those dangers inherent in its use 
which have led to opposition. 


The Function of Beverage Alcohol 

Many subsidiary functions attributed to 
beverage alcohol, such as its appeal to tra- 
dition, its religious validation, and its food 
value, seem, in our present-day American cul- 
ture at least, to be rationalizations. It is the 
ability to intoxicate which has caused the use 
of alcohol to be treasured, konored, and pre- 
served as a custom through the ages. Fur- 
ther, the value of its intoxicating property 
lies in its anxiety-reducing function. This is 
apparently the only valid explanation for its 
use, whether in a highly sophisticated or a 
very simple society. 

Alcohol is an effective sedative. Among its 
sedative properties is that of reducing the 
activity of the physiologic mechanisms that 
produce anxiety. Anxiety, or fear, a state of 
tension, is a painful condition. In an indi- 
vidual or in society, it constitutes a problem, 
an unresolved situation, a tension which 
seeks to be reduced. There is a need, though 
at times unconscious, that has to be met. We 
know that anxiety is a universal phenome- 
non. It is merely the anticipation of danger, 
as when a man has experienced pain or has 
been exposed to danger. Thereafter, when- 
ever he comes into the presence of the same 
danger, or when it is even suggested to him, 
he will experience a slight rise in tension, 
which warns him that danger is close and 
prepares him to evade or counteract it in 
some way. 

Sources of Anxiety 
External dangers 

However, life is full of dangers of all sorts. 
Among primitive peoples there was the dan- 
ger of external enemies, the enemies who 
surrounded his tribe. In many ancient so- 
cieties, when one man killed another it was 
incumbent on the father, brothers, and near 
relatives of the murdered man to exact ven- 
geance. The act of vengeance might be re- 
ciprocated, thus starting a feud that might 
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never end. Such a method of preserving law 
and order involved a certain anxiety toward 
everybody, because it meant that each man 
was a potential victim of somebody else’s 
crime. 

Living in a primitive society also meant 
being subject to an unstable food supply, to 
famines, and to the dangers of undeveloped 
productive techniques. Primitive man was 
always close to the margin of existence; he 
was rather helpless in the face of such dan- 
gers as grasshopper plagues, insects, floods, 
and droughts. A special threat was the dan- 
ger of contact with more civilized peoples. Al- 
most universally contact between native peo- 
ples and colonists—Americans as well as 
Europeans—has been an experience which, 
in one way or another, has destroyed, dam- 
aged or altered their own way of life, some- 
times creating hardships and unhappiness 
for them merely in producing change, even 
though the change appeared objectively for 
the best. This was one of the most common 
sources of anxiety and tension of native peo- 
ples. The degree of anxiety aroused in an 
individual by such threats as these is propor- 
tional, in a general way, to the intensity of 
the threat and the potential damage involved. 
The actual damage, of course, is determined, 
not only by the objective situation, the objec- 
tive danger itself, but by the competence of 
native institutions, the native way of life, 
to meet the threat—for even a very great 
threat can be met by a competent society. 
Nevertheless, regardless of the fact that this 
anxiety from which man suffers the world 
over is a relative thing, some anxiety is al- 
ways present. There is always some degree 
of danger to which men are reacting. 


Internal dangers 

Some of the dangers to which men learn 
to respond with anxiety are internal dan- 
gers within themselves. Over and above the 
threats from external enemies or failure of 
the food supply, there are dangers in the 
form of antisocial impulses within the in- 
dividual himself. He may frequently have 
a momentary impulse to harm somebody, to 
be aggressive, to strike a blow, to damage, or 
even to kill. Everywhere, to some extent, the 
aggressive impulse is forbidden, however, 
and punished when it occurs within the co- 
operating social group. This group must work 
together, must have a harmonious system of 
social relations, must have a minimum of con- 
flict, in order to survive. Aggressive impulses 
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toward the members of one’s own group must 
therefore be inhibited. 

The expectation of punishment for such 
impulses arouses anxiety. The psychologic 
mechanism is fairly simple. Punishment is a 
danger: whether it is direct, physical pun- 
ishment or exclusion from some highly valued 
occasion, it is punishment. The idea of pun- 
ishment gives rise to anxiety. In order to 
escape the anxiety, the aggressive impulse is 
repressed. If alcohol has been consumed, this 
mechanism fails, because it depends upon an- 
xiety. Under the influence of alcohol, the an- 
xiety is reduced and aggressiveness is 
aroused. Since there is nothing to prevent it, 
nothing to inhibit it, it manifests itself in ac- 
tion. In point of fact, aggressive behavior 
under the influence of intoxication is almost 
universal. Among primitive societies it 
ranges from its very mildest form—the ex- 
change of insults and harsh words—to its 
extreme manifestation—assault and murder. 


Results of Specialization 


The complexity of our present Western 
civilization has introduced a number of fac- 
tors which have served to enhance the ef- 
fects of alcohol on the individual and on the 
over-all group of individuals called society. 
Specialization of economic functions has re- 
sulted in more production, a greater variety 
of production, quicker production, and a 
finer output; it has continued to increase not 
only the production of goods but also the 
rendering of services. Nor is specialization 
limited to the economic sphere. Recreation, 
education, medical care, religious activities, 
protection from personal attack, from filth 
and disease, from poverty in old age, have 
to a large extent been taken over by special- 
ists. The same values apply here as in the 
economic sphere: variety, quality, quantity, 
and speed are enhanced. From this extra- 
ordinary specialization has sprung the great- 
est amount and variety of food, shelter and 
clothing the world has ever experienced. 

The process has not been an unmixed bless- 
ing, however. One result has been the appear- 
ance of a system of social stratification: 
like tends to cluster with like. This is true 
of persons who have the same religion, en- 
joy the same hobbies, admire the same per- 
sons, music, or philosophy. Furthermore, this 
clustering of people according to one interest 
tends to make them similar in other respects 
and, consequently, more different from mem- 
bers of other groups. 
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There is also a hierarchical form of stra- 
tification. The horizontal type just discussed 
is accompanied by varying degrees of pri- 
vilege, responsibility, training and monetary 
reward. Since the money determines the va- 
riety, amount, and quality of goods and ser- 
vices that can be acquired, and since, because 
of the efficiency of the specialized society, 
there is an enormous amount of goods and 
services, the more moneyed groups become 
more and more different from the less 
moneyed groups—a process enhanced by the 
clustering of like with like. 

Another result of specialization is that per- 
sons have only a vague perception of the in- 
terests, ideas, habits, problems, likes, and 
dislikes of those not in their groups. To put 
it bluntly, specialization is commonly related 
to ignorance. 

A further result of horizontal and vertical 
stratification and the consequent ignorance 
is extreme interdependence. All the special- 
ists are mutually dependent, and yet many 
groups, if not most, deplore the idea of de- 
pendence and either deny its reality or con- 
demn it. They are able to push its existence 
further from consciousness by utilizing that 
symbolic translation of goods and services— 
money. 

Another concomitant of specialization is 
individualism. This refers to the increased 
value of each individual to other individuals. 
Association is always of great value to every 
other human being, and so other persons 
are always valuable; but in a world of spec- 
ialization the value is augmented. In a com- 
plex society where personal relationships are 
more specialized, impersonal and competi- 
tive, and where various specialities are not 
understood by others, recognition and re- 
spect and prestige are more intensely de- 
sired, more diflicult to attain, and, perhaps, 
more suspect than in simpler societies. This 
results in greater frustation, envy, aggres- 
sion, and anxiety. 


The Role of Money 

Money is an important concomitant of in- 
creased specialization; it is needed because 
of the great difference between specialists 
and because all specialists need the goods and 
services of each other. One use made of 
money is the denial of intergroup dependence. 
People refuse to admit that they are de- 
pendent on other groups or individuals or 
nature. The one thing they depend on is 
money. Many organize their lives and their 
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efforts to satisfy their needs, not around 
activities and interpersonal relationships, but 
around an adjustment between themselves 
and money. Nevertheless, people have other 
needs—affection, friendship, prestige, pleas- 
ant interpersonal relationships. We get these 
primarily through family and social groups. 
In a complex society like ours, money plays 
a tremendous role in maintaining position in 
such groups. In this role, it is largely a limit- 
ing, negative force rather than a determin- 
ing, positive one. That is, even though enor- 
mous amounts of money cannot guarantee en- 
trance into groups, small decreases can force 
one out. 

The utilization of money in a specialized 
society has two important aspects for con- 
sideration here. The first is that different 
groups of persons who are heavily dependent 
on one another are enabled to avoid contact 
and, consequently, mutual understanding and 
cooperation, Conversely, money allows mu- 
tually dependent groups to fight each other 
bitterly in a completely impersonal way. If 
one man should go to another man’s home 
and take away his food, his furnishings, ruin 
his friendships and force his children to quit 
school, prevent his family from having med- 
ical care and recreation, society would vi- 
olently disapprove, no matter how the story 
was told. But, if this one man, by manipulat- 
ing prices, wages and credit, achieves the 
same result on many other men, men who are 
strangers and otherwise inoffensive to him, 
society might regard him as a very able per- 
son. The interposition of the idea of money 
between the two parties makes an extraordi- 
nary difference. This magic symbol is able to 
relieve the guilt and take away the vicious- 
ness and aggressiveness which otherwise 
would be present. This incompatibility of 
ideas is one of the great questions to be solved 
in American life today. 

This raises another point—namely, that 
money is an artificial, a humanly invented 
idea, represented by paper and metal objects. 
Like all powerful and brilliant ideas or in- 
ventions it is both useful and dangerous, In- 
stead of always insuring that specialized ef- 
fort would be possible and that all special- 
ists would get all specialized goods and ser- 
vices, it sometimes brings very different re- 
sults. It gets completely out of control; a lot 
of people have no money at all, and no pros- 
pects of getting any; a much larger number 
suddenly may have a great deal less than 
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usual. And nobody knows what to do about 
the problem. 


Summary and Conclusion 

Stratification, individualism, intergroup 
ignorance, and internal competitive tradition 
all engendered by the complexity of society— 
enhance the function of alcohol. Complexity 
results in a need for greater integrative func- 
tion; relaxation of tension, uncertainty, and 
suspicion are necessary for this function, Al- 
cohol has been found the most useful agent 
for its accomplishment. 

In addition to society’s need for greater in- 
tegration, the individual needs to make con- 
tacts, both occupational and recreational. In 
a mobile, multistratified world, this is more 
difficult than in a stable, less stratified one. 
In a specialized competitive society, recrea- 
tional devices for the individual seem more 
essential. Yet the factors just discussed make 
difficult the attainment of that easy, trust- 
worthy, noncompetitive, friendly atmosphere 
which is requisite for interpersonal relaxa- 
tion. Alcohol is obviously functional for 
achieving the relaxation of suspicion, of com- 
petitive tension, of the barriers usually pres- 
ent in our society between strangers. 

A further complication of the problem is 
to be seen in the means of control of drink- 
ing. It has been pointed out that specialized 
and formal groups have become more power- 
ful and have extended their function, while 
all-purpose and intimate groups have been 
weakened. If the drinking of alcohol and its 
effects were limited to the area of one of 
these specialized groups, sanctions against 
drinking could be efficient. Or if the society 
were simpler, more homogeneous, more domi- 
nated by some all-inclusive purpose, and 
personally intimate and significant associa- 
tions, sanctions could be significant, The 
drinking of alcohol and its effects, however, 
infiltrate all manner of acts and associations 
and ideas. The attempt to exert sanctions 
over this wide, loosely organized area will 
be met with opposition, argument, and rela- 
tively unabashed violation. The sanctioning 
authority will not be recognized; the ideol- 
ogy behind the attempt will be challenged. 
Social classes, minorities, religious groups, 
neighborhood groups, and other groups do 
not have the identity of purpose, understand- 
ing, and experience to enable such action to 
proceed smoothly. The complexity of society 
is of manifest significance on this point. 
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In a society already impersonal, competi- 
tive, individualistic and stratified, the effect 
of excessive drinking on the individual is 
dramatic. The complexity of society and the 
concomitants of that complexity, as here des- 
cribed, exaggerate and speed the deteriora- 
tion process in the maladjusted person. 


STUDIES ON THE OCCURRENCE OF 
PARACOLON AND NON-LACTOSE FER- 
MENTING ENTERIC BACTERIA IN 
GENERAL HOSPITAL PATIENTS 


Roy A. HARE, M.D. 
DURHAM 
and 
PARKER R. BEAMER, PH.D., M.D. 
WINSTON-SALEM 


The hospitalization of an unusual number 
of patients with signs and symptoms of gas- 
troenteritis occurring during winter and 
spring rather than in summer and fall, 
when the incidence is usually higher, stimu- 
lated additional interest in studying the feces 
of such patients, in an effort to identify 
causal agents. Preliminary investigation re- 
vealed that the patients came from several 
areas in four states, although the large ma- 
jority were from western North Carolina 
counties. A distinct epidemiologic pattern 
was not apparent, however. 

Several of the patients manifested signs 
and symptoms which were characteristic of, 
or highly consistent with, salmonellosis and 
shigellosis, whereas others presented less 
suggestive complexes. Among the first few 
patients studied, there were two adults from 
whom Salmonellae were isolated, and a Shi- 
gella species was cultured from one child. 
However, Salmonellae and Shigellae were not 
encountered with regularity, and it was ap- 
parent that most of the cases of gastroen- 
teritis were not caused by such well recog- 
nized pathogens. Therefore, relatively early 
in the course of these studies attention was 
directed to the identification of all the vari- 
ous types of bacteria isolated from the stools. 
In all, 571 cultures were performed with 
fecal specimens from 422 adults and chil- 
dren, 130 of whom were hospitalized for 
treatment of gastroenteritis. Studies on the 
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other 292 patients were carried out in order 
to obtain comparative data from adults and 
children who were admitted to the hospital 
for treatment of diseases not related to 
gastroenteritis. 

Method 

In most instances, fecal specimens were 
brought to the laboratory and cultured im- 
mediately after collection. At other times, 
owing to technical difficulties, specimens 
were stored temporarily (not more than a 
few hours) in an electric refrigerator (5-8 
C.) prior to culturing. One portion was 
streaked on a plate of MacConkey agar'"’ 
(consisting of lactose, bile salts, crystal vi- 
olet and neutral red, in addition to basic 
constituents). A second portion was spread 
on a plate of SS agar’) (consisting of lac- 
tose, bile salts, sodium citrate, sodium thio- 
sulfate, ferric citrate, brilliant green and 
neutral red, in addition to basic constit- 
uents). A third portion, approximately 1-3 
Gm. of feces, was mixed with 10 ml. of tet- 
rathionate broth” (an enrichment fluid 
consisting of peptone, bile salts, calcium car- 
bonate, sodium thiosulfate and iodine solu- 
tion) ; after incubating at 37 C. for 12 to 18 
hours, the mixture was cultured on Mac- 
Conkey and SS agar plates, as described 
above. Throughout the first third of the 
study, a fourth portion of the fecal speci- 
men was streaked on blood agar (tryptose 
agar plus citrated human blood in a concen- 
tration of 5 per cent) to detect the growth of 
significant numbers of gram-positive bac- 
teria, such as staphylococci (Micrococcus 
sp.) and streptococci, which are inhibited on 
the other media. However, the findings were 
not impressive or unusual, and this part of 
the procedure was discontinued. 

Following incubation at 37 C. for 18 to 2: 
hours, each group of MacConkey and SS agar 
plates was examined for growth of trans- 
parent, colorless, or white colonies. Such 
colonies were selected for further study, in- 
asmuch as they represent gram-negative rods 
which do not ferment lactose, or ferment 
lactose only slowly. Individual colonies were 
suspended in 1 to 2 ml. of broth, and the 
suspension was used to inoculate a series of 
tubes of media: (1) dextrose broth in a 


fermentation tube; (2) 10 per cent lactose 
agar; (3) 0.5 per cent lactose agar; (4-7) 
maltose, mannitol, sucrose, and xylose 
broths; (8) urea medium; (9) tryptophane 
broth; (10) methyl red — Voges-Proskauer 
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Table 1 

Salmonella and Shigella Organisms in Patients 

with Gastroenteritis 
ORGANISM 


Salmonella 
enteritidis 


SYMPTOMS 
Fever, nausea and 
vomiting, severe 
diarrhea 


Slight fever, 4-5 soft 
stools daily for 
several months 


PATIENT 
Adult woman 


Salmonella ap., 
Group B 
Type San Diego 


Adult man 


Intermittent fever 
and diarrhea for 
several weeks 


Female child Salmonella anatis 


Fever and diarrhea 


Female infant 
for 1 month 


Salmonella sp., 
Group C,, 
Type Muenchen 
Fever and diarrhea. 
6-7 stools daily, 

for 3 weeks 


Salmonella sp., 


Female infant 
Group 


Type Oranienburg 

Chronie diarrhea, 
intermittent fever 

Fever, acute diarrhea 


High fever, profuse 
diarrhea 


Male child Shigella sonnei 


Shigella sonnei 
Shigella sonnei 


Adult woman 
Female child 


Severe diarrhea for 
1 day (also diag 
nosed as poliomye 
litis) 


Female infant Shigella sonnei 


broth; (11) citrate agar; (12) gelatin med- 
ium; (13) semi-solid nutrient agar; and 
(14) iron agar for determination of sulfide 
production. Based on their biochemical and 
morphologic properties as determined in 
these and other media where indicated, or- 
ganisms were classified according to the 
scheme in Bergey’s Manual of Determinative 
Bacteriology (Sixth Edition)’. 

When organisms which seemed to be Sal- 
monella, Shigella, or Paracolobactrum (para- 
colon) species were encountered, the identifi- 
‘ation was confirmed by agglutination tests 
with group-specific antisera. Salmonella and 
Shigella species were sent to the staff of the 
Communicable Disease Center (Chamblee, 
Georgia), to whom the authors are indebted 
for confirmation studies and the identifica- 
tion of specific types or strains within the 
group. 

Results and Interpretation 

Five hundred seventy-one fecal specimens 
from 422 patients were examined. Organisms 
which do not ferment lactose, or ferment lac- 
tose only slowly (that is, after several days 
of incubation), were found in the stools of 
239 patients, 130 of whom were hospitalized 
for treatment of gastroenteritis of varying 
degrees of severity. Only 9 patients in the 
latter group harbored Salmonella and Shi- 
gella species (table 1). In all of these the 
organism was regarded as the causal agent 
of the illness, inasmuch as eradication of the 
organism by chemotherapy and antibiotic 


MEDICAL JOURNAL 


March, 1953 


Table 2 
Incidence of Paracolobactrum sp. (paracolon organ- 
isms) and Non-Lactose-Fermenting Enteric Bacteria 


In 292 pa 
tients with 
no symptoms 
referable to 
gastrointesti 
nal tract 


In 130 pa 
tients with 
symptoms of 
gastroenteritis 
Paracolobactrum sp. 62 
(paracolon organisms) 
Pseudomonas aeruginosa 
Alcaligenes faecalis 
Proteus vulgaris 
Proteus ammoniae 
Proteus morganii 
Proteus rettgeri 
Salmonella sp. 
(Table 1) 
Shigella sp. 
(Table 1) 
Total number isolated 129 130 
(in 121 patients) (in 118 patients) 


therapy, together with supportive measures, 
resulted in recovery from the illness. 

The results compiled in table 2 indicate 
the number of paracolon organisms and 
various types of non-lactose-fermenting en- 
teric bacilli isolated from 130 patients with 
a diagnosis of gastroenteritis, compared with 
those found in the stools of 292 patients who 
presented various signs and symptoms which 
were regarded as being unrelated to any dis- 
order of the gastrointestinal tract. Nine of 
the patients with gastroenteritis harbored 
Salmonella and Shegella organisms. Not in- 
frequently, patients harbored more than one 
type of unusual enteric organisms, and 4 of 
the 9 with Salmonella or Shigella forms each 
had one other type as well. 

Considering the entire group of 130 pa- 
tients with gastroenteritis, paracolon orga- 
nisms and non-lactose-fermenting enteric 
bacteria were found in 121 (93 per cent), 
and in 118 (40 per cent) of the 292 who 
had no gastrointestinal disorder. Of all the 
422 patients examined in the study, 183 re- 
vealed no evidence of unusual organisms in 
their stools; 174 of these were in the group 
with no gastrointestinal symptoms; and, al- 
though the remaining 9 manifested definite 
signs and symptoms of gastroenteritis, only 
coliform organisms were found in their cul- 
tures. Examination of the stools for parasites 
and ova of parasites likewise failed to reveal 
evidence of a specific causal agent. 

The significance of paracolon organisms 
and non-lactose-fermenting enteric bacteria 
is difficult to assess. There is indirect, not 
completely satisfactory evidence that they 
may be causal agents of gastroenteritis. Data 
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obtained in this study, and others reported 
in the literature, are not adequate to prove 
the thesis, but are sufficient to direct con- 
siderable attention to the possibility that 
paracolon organisms and certain of the non- 
lactose-fermenting enteric bacteria may 
cause mild or moderately severe gastroen- 
teritis. From the present series of patients 
whose stools contained paracolon organisms, 
Pseudomonas aeruginosa or Proteus mor- 
ganti, 44 with more severe symptoms were 
treated with chemotherapeutic and/or anti- 
biotic agents, together with supportive 
measures. All of these demonstrated appar- 
ently complete recovery, concomitant with 
the eradication of the organisms from the 
intestinal flora. Others in the group, with 
milder symptoms, were treated only by sup- 
portive measures; and, similarly, most of 
them experienced recovery, accompanied by 
absence of the unusual organisms in the 
stools cultured several days later. Unfortu- 
nately, owing to the nature and scope of this 
study, adequate data from controls were not 
available. 

While it is recognized that several patients 
in the “normal” group (that is, presenting 
no symptoms of gastroenteritis) harbored 
paracolon and non-lactose-fermenting enteric 
bacteria, one may postulate from what is 
known of other infectious agents that such 
organisms, present in relatively large num- 
bers in the intestinal tract of another host, 
may be the cause of gastroenteritis in that 
instance. The available evidence supports 
such a thesis, at least partially. Stuart and 
his associates’ reported that paracolon bac- 
illi oceur in feces more commonly during 
outbreaks of gastroenteritis, although it is 
doubtful that they are the primary cause of 
disease. Saphra', on the other hand, found 
that certain strains apparently produce a 
mild or moderately severe gastroenteritis. 

It is interesting to note that many of the 
paracolon organisms contain one or more sub- 
stances identical with somatic antigens found 
in Salmonellae, but not the complete anti- 
genic pattern characteristic of specific types 
of Salmonella organisms’. As a result of 
previous experience with outbreaks of food 
poisoning among military personnel, one of 
us (P.R.B.) is reasonably certain that (a) 
paracolon organisms are sometimes the pri- 
mary cause of gastroenteritis, and (b) in 
other instances the causal agent may well be 
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Ps. aeruginosa, a Proteus species (notably, 
P. morganii), or even Alcaligenes faecalis. 
Such a viewpoint is in agreement, at least to 
some extent, with that expressed by other 
observers’, but an extensive review of the 
literature on this question is beyond the 
scope of this report. 


Summary 

1. Five hundred seventy-one fecal speci- 
mens from 422 adults and children (130 hos- 
pitalized for treatment of gastroenteritis) 
were examined for Salmonella, Shigella, 
Paracolobactrum (paracolon) and non-lac- 
tose-fermenting enteric organisms. 

2. A different type of Salmonella orga- 
nisms was isolated from each of 5 patients, 
and 4 other patients harbored Shigella 


sonnet, 

3. One hundred twenty-one patients with 
gastroenteritis (including the nine with Sal- 
monella and Shigella species) harbored 
strains of Paracolobactrum (paracolon) or- 
ganisms, Ps. aeruginosa, A. faecalis and 
four Proteus species. These type of en- 
teric organisms were isolated from only 118 
of the 292 patients who had no symptoms re- 
ferable to the gastrointestinal tract. 

4. Eradication of paracolon and non-lac- 
tose-fermenting enteric bacteria from the in- 
testinal tract resulted in apparent recovery 
in 44 patients with more severe illness treat- 
ed with chemotherapeutic and/or antibiotic 
agents. 


5. It is proposed that some Paracolobac- 
trum (paracolon) strains and certain non- 
lactose-fermenting enteric bacteria deserve 
considerable attention as possible causal 
agents of gastroenteritis, especially when 
adequate study fails to reveal well recognized 
causal agents of gastrointestinal inflamma- 
tion. 
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THE HARELIP-CLEFT 
PALATE PROBLEM 


WILLIAM T. BERKLEY, JR., M.D. 
CHARLOTTE 


The developmental anomaly of harelip and 
cleft palate occurs once in 600 to 800 de- 
liveries, according to various investigators. 
The purpose of this paper is to acquaint 
those who encounter this deformity with cer- 
tain basic principles of management. 

In years past the surgical treatment of 
these cases consisted of closing the cleft of 
the lip and palate by any means possible. 
Closure having been achieved, the case was 
considered complete. This should no longer 
be true. Through years of trial and error, 
success and failure, sound principles of man- 
agement have been developed. Casual interest 
in the subject cannot produce uniformly good 
results. 

Normal speech, a good cosmetic result, ac- 
curate dental occlusion, psychologic adjust- 
ment, and successful deglutition are the goals 
to be achieved by proper management of 
these cases. To achieve these goals, one must 
think in terms of growth, development, and 
the establishment of normal functioning 
anatomy. The problem is fluid and requires 
treatment and follow-up from the child’s 
birth until he is approximately 18 years of 
age. 

A long-range cooperative effort between 
the plastic surgeon and other specialists 
must be achieved. The obstetrician, pedia- 
trician, otolaryngologist, orthodontist, pros- 
thodontist, psychiatrist, and speech therapist 
are essential to this cooperative effort. 


Sequence of Therapy 
The importance of the time and order of 
therapy, which has been receiving more at- 
tention recently, cannot be overemphasized. 


Surgical repair 

It is advisable to repair the lip within 
three months after birth. We prefer to do 
the operation within the first 48 hours of 
life, provided that labor has been uncom- 
plicated and the baby is an otherwise nor- 
mal, full-term product. Babies that meet 
these criteria withstand anesthesia and sur- 
gical procedures well. 
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Repair of the lip should be done early in 
order to allow for early molding of the pre- 
maxilla and to insure a less complicated post- 
operative course. The lip is slightly smaller at 
48 hours than at three months, but with the 
use of patience and careful technique, nothing 
is sacrificed, either functionally or cosmet- 
ically. A great psychologic burden is removed 
from the parents when they are able to take 
home a baby which outwardly is relatively 
normal. 

If a competent plastic surgeon is not avail- 
able during the first 48 hours, the lip should 
not be repaired until after the baby has re- 
gained its birth weight. Physiologic jaun- 
dice, increased bleeding or clotting times, and 
infection, real or suspected, are adequate 
reasons for delaying surgery. Premature in- 
fants and those subjected to some labor dif- 
ficulty should be operated on after they have 
established physiologic equilibrium and have 
attained a weight of 7 pounds. 

The palate should be corrected some time 
between 14 and 16 months of age. This con- 
tention is based on the premise that normal 
speech is the most important single factor in 
the case. The palate should be adequately re- 
paired in time for all surgical reaction to 
subside before the child begins to speak. The 
palate should be freely movable and the na- 
sopharyngeal valve competent. This allows 
the child to start with relatively normal anat- 
omy. Should the palate not be adequately re- 
paired, certain bad or compensatory speech 
habits are established. The child resorts to 
the glottic stop, ala retraction, and certain 
tongue tricks in an effort to produce more 
intelligible speech. These articulatory gym- 
nastics do not result in normal speech, but 
produce the age-old stigma of cleft palate 
speech. These habits become automatically 
grooved and are most difficult to break, even 
with speech therapy". Subsequent operation, 
with the production of relatively normal 
anatomy, does not necessarily break the pa- 
tient of the bad speech habits or produce 
normal speech. The longer these compensa- 
tory habits exists, the less effective the speech 
therapy will be. Attempts to correct cleft pal- 
ate speech in adults usually prove most dis- 
heartening. 


General considerations 


Certain general considerations require at- 
tention by the pediatrician and the otolar- 
yngologist. The pediatrician can and should 
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contribute much to the maintenance of an 
adequate state of nutrition, to the solution of 
feeding difficulties, to psychologic adjust- 
ment, and to the general health of the child. 
Since many of these children are plagued 
with middle ear and paranasal sinus dis- 
orders, the otolaryngologist plays a promi- 
nent role in the management of such prob- 
lems. 

In this connection, much has been written 
about tonsillectomy and adenoidectomy in 
cleft-palate victims. It has been suggested 
that tonsillectomy and adenoidectomy in 
these children produce further shortening of 
the palate and widening of the gap to be 
closed by the palate. It is contended that the 
nasopharyngeal valve is rendered less com- 
petent than it was initially. The resulting ef- 
fect would be decreased efficiency of the 
speech mechanism. 

If one must rely on a hypertrophic ade- 
noid pad to effect nasopharyngeal closure, 
then his operation was inadequate initially. 
Certain patients have so much pathologic 
change in the middle ear secondary to tonsils 
and adenoids that operation is almost im- 
perative. This may occur despite the use of 
antibiotics. Loss of hearing due to repeated 
middle ear infections will insure a poor 
speech result. To speak well, one must hear 
well. Audiometric evaluation is one of the 
first requests of a good speech therapist. 
Presence of the adenoid cushion and a long 
palate with poor hearing may be of little 
value to the therapist and the patient. 


Speech therapy 

Speech therapy should be begun at the 
age of 4 or 5, depending on the individual 
child. It should be conducted by a therapist 
trained in handling the cleft palate speech 
problem. A background of elocution alone 
does not qualify a teacher for correcting cleft 
palate speech. Prior to the beginning of 
formal speech therapy, the therapist should 
instruct the mother in the proper technique 
of handling and teaching the child at home. 
The cooing and babbling stages are very im- 
portant in the development of good speech in 
these children. An intelligent mother, prop- 
erly directed, can do much toward laying the 
groundwork for future therapy. 

Long before the child can be taught palate, 
lip, and tongue exercises, he should be ex- 
ercising the structures daily on the basis of 
instinct alone. More specifically, it is my 
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opinion that, following the repair of the pal- 
ate, the child should be allowed and encour- 
aged to suck the bottle as long as possible. 
This is one of the best exercises that a child 
can indulge in up to the age of 4 years. 

The speech therapist should be in regular 
contact with the pastic surgeon, so that both 
can observe progress and evaluate limiting 
factors together. This cooperation can best be 
achieved on a clinical basis. Recordings of 
the speech should be made before therayy is 
begun, and repeated periodically to deterraine 
the degree of improvement. 


Personality adjustment 

Personality adjustment in these children 
is often difficult. The person functioning as 
the psychiatrist or psychologist should ad- 
vise the parents of the child as to the proper 
handling of his psychologic health. Many of 
these children are rejected, either consciously 
or subconsciously, by their parents. Many of 
them do not receive true, overt love from 
their parents. A child can find security and 
contentment only through the daily demon- 
stration of affection. This openly expressed 
love will contribute more to the personality 
adjustment of these children than anything 
else. 

The manner in which a cleft-palate child 
adjusts to his difficulty during the first 
seven years of life will determine to a great 
degree the type of speech which he may end 
up with. The cleft-palate child’s overwhelm- 
ing consciousness of inferiority often results 
in introversion of the personality. Person- 
ality introversion results in inertia of the 
lips, tongue, and palate. An extroverted child 
will have active lips, tongue, and palate that 
can be trained properly. Lazy tongues and 
palates are difficult to train. 

Given two children, one an introvert and 
one an extrovert, who have been operated on 
with equal surgical results, the extrovert will 
obtain the superior speech result. It is an ac- 
cepted fact that a certain number of children 
with excellent surgical repair will have a 
poor speech result. Much emphasis has been 
placed on the idea that these children fall 
into a lower intelligence group. Many of 
these bad results can be attributed to per- 
sonality introversion. Most of these children 
have a normal intelligence quotient which is 
hidden beneath a sense of inferiority and 
personality introversion. 

The problem lies in prevention and not in 
correction of the introverted personality. Per- 
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sonality introversion must not be allowed to 
develop. Parent instruction should be begun 
with the birth of the child in an effort to de- 
velop extroverted rather than introverted 
personalities. This is a problem that poses 
many variables, the most important of which 
are the parents. Certainly the intelligent 
guidance of a pediatrician, psychiatrist, and 
psychologist is most essential. 


Dental considerations 

The dental phase of the cleft palate prob- 
blem is most important. Preservation of the 
milk teeth up to the normal time of physio- 
logic loss is essential to prevent premature 
eruption and crowding of the permanent 
teeth. Cavities in the first set of teeth should 
not be neglected. 

Crthodontia is required in all cases of com- 
plete cleft palate, regardless of what sur- 
gical procedures are or are not done to the 
palate. Imperfect eruption of teeth on the 
premaxilla is the rule rather than the ex- 
ception. Narrowing of the upper dental arch 
by overlapping of the maxillary component 
by the premaxilla will follow simple repair 
of the upper lip. This will occur in the hands 
of the best plastic surgeons, without bone- 
tampering. This necessitates cooperation 
with a good orthodontist. It does not indicate 
the use of an obturator with an attached 
speech bulb. Orthodontic care cannot begin 
until the teeth will retain an orthodontic 
appliance. This occurs at approximately 3 
to 4 years of age. Spreading of the maxillary 
arch should be performed at this time in 
order to maintain mid-face contour and to se- 
cure occlusion of teeth’, There is no neces- 


sity for attempting to straighten the mal-° 


erupted incisors on the premaxilla at this 
age. 

Occlusion of all teeth should be achieved 
after eruption of the permanent teeth. Perm- 
anent replacement of all missing teeth should 
be performed after orthodontic care is com- 
pleted. 

Many patients have some residual ala de- 
formity on the affected side despite any sur- 
gical maneuver at the time of initial lip and 
nose repair. The ideal time for correcting 
this defect is between the ages of 15 and 18 
years, after the nose has attained adult size. 

The chronology of treatment in these cases 
cannot be overemphasized. Success in the 
care of these cases can no longer be judged 
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by the ability of the surgeon to close the lip 
and palate defect alone. There are too many 
facets to this problem. To interrupt manage- 
ment and follow-up on a patient at the com- 
pletion of the palate closure is to have per- 
formed an incomplete job. 


Classification of Clefts 

Ritchie has produced the most simple and 
convenient method of classifying clefts of 
the lip and palate’ He divides them into 
three groups with reference to alveolar in- 
volvement : 

1. Pre-alveolar 

2. Post-alveolar 

3. Complete clefting, either unilateral or 
bilateral. 

The pre-alveolar clefts are simple in that 
the cosmetic repair of the lip is usually the 
only problem involved. There is no problem 
of growth, since the maxilla is not involved. 
Dental development and occlusion are nor- 
mal usually, and speech defects are uncom- 
mon. 

In post-alveolar clefts the palate is shorter 
than in any of the other groups. The cleft 
must be closed in a manner to insure addi- 
tional length to the palate. This additional 
length is required to insure closure of the 
nasopharyngeal sphincter during the act of 
speaking and thus to prevent nasal escape 
of air. Growth arrest is less likely to occur 
in this group than in group three. 

7roup three involves all phases of the hare- 
lip-cleft palate problem, from speech to 
growth and development. The bilateral com- 
plete clefts are the most difficult to repair. 


Repair of Lip and Nose Deformity 

There are in use today roughly three opera- 
tions for the correction of unilateral lips. 
The Rose-Husson-Thompson operation is the 
least popular of the three (fig. 1, C 1-4). This 
technique often results in a lip that is too 
long vertically and too short and tight hori- 
zontally. Too much of the vermilion border 
is discarded, and there is usually a notching 
due to vertical contracture. 

The Mirault-Blair-Brown-McDowell tech- 
nique is probably the most popular among 
plastic surgeons. In proper hands it produces 
an acceptable lip. In 1930, Blair and Brown 
were using a large triangular flap’. In 1945, 
Brown and McDowell decreased the size of 
the triangle in order to simplify the proced- 
ure’, I prefer the larger triangle, because 
of the additional fullness given the lower 
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A 1-4, Mirault-Brown-McDowell repair. Al, shows indicated skin markings; A2, development 


of incisions on the lip and vermilion border; A3, final closure. A4, shows the pouting upper lip in pro- 
file. The larger Blair-Brown (1930) version of the Mirault flap will more consistently produce a full 
pouting lip. The latter is triangle not presented above. 

B 1-4, Hagedorn-LeMesurier repair presents the skin markings, incisions, final closure and_ profile 
view. This operation is geometrically more difficult and presents pitfalis. It produces a full pouting lip 
with less harelip stigma. Utilization of tissue is maximal, being placed in proper plane. 

C 1-4, Rose-Husson-Thompson repair which consists of simple V excision without attempt to re- 
adjust tissue into proper plane and with sacrifice of too much vermilion, 


half of the lip. The small triangle (Mirault) 
is only a slight modification of the V excision 
of Rose ( fig. 1, A 1-4). In the hands of 
the casual operator, the smaller triangle will 
often produce a lip that is too long and one 
that does not pout with the fullness of a 
normal baby’s lip. 

LeMesurier recently perfected the old 
Hagedorn procedure, which is rapidly grow- 
ing in popularity among plastic surgeons”. 
It produces a full pouting lip, with a nicely 


everted vermilion border and a Cupid’s bow. 
This procedure does not reproduce the fil- 
trum, but it produces a lip which may carry 
less cleft-lip stigma than do the other tech- 
niques (fig. 2). Unfortunately, the LeMesu- 
rier operation is more difficult to perform, 
geometrically speaking (fig. 1, B 1-4). 
Either of the latter two procedures in 
proper hands will produce well shaped lips, 
and the choice is dependent upon which tech- 
nique an experienced operator has mastered 
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Fig. 2. A 48-hour old right harelip and cleft palate. Hagedorn-LeMesurier repair was performed. 


B and C present result at 5 months of age. 


best. The Mirault-Blair operation is probably 
superior to the LeMesurier when the harelip 
is incomplete. 


Mirault-Blair technique 

On the cleft side of the defect, the lip tissue 
is gathered high at the base of the ala. If one 
retreats far enough down the vermilion to 
produce a closure as in the Rose technique, 
the result is destruction of too much usable 
lip and vermilion. The vertical measurement 
is too long, and the vermilion border is short 
and inverted. This occurs despite wide under- 
mining of the cheek along the maxilla. The 
lower half of the lip is too tight, and the upper 
half of the lip tissue is poorly utilized. Tight- 
ness does not usually result in the upper half 
of the lip. To relieve the tightness of the 
lower half of the lip and thus insure pouting, 
a flap of tissue should be brought down and 
across from the cleft side. This procedure 
is approached in the Mirault-Blair-Brown 
technique by the utilization of a small tri- 
angular flap—a flap that is developed a 
little further down the lip than is the larger 
LeMesurier rectangular flap. Bringing the 
larger rectangular flap down and across pro- 
duces a fullness and eversion of the lower 
half of the lip and thus prevents transverse 
shortness at this point. The same can be said 
of the larger Brown triangle flap. 

Actually, the greatest challenge to the plas- 
tic surgeon in harelip surgery is not the lip 
but the nose. Common deformities of the 
nose resulting from a cleft lip and palate are: 

1. Flattening of the ala cartilage at the 
angle 

2. Low nostril roof on the defect side 

3. Depression of the floor of the nostril 


4. Deviation of the columnella away from 
the side of the defect 

5. Deflection of the cartilagenous septum 
away from the defect 

6. Occasional incomplete rotation of the 
lateral portion of the ala medially 

7. Partial obstruction of the airway due 
to redundant mucosa in the vestibule, and/or 
removal of too much tissue at the base of the 
nostril. 

In addition to any of the lip repairs men- 
tioned above, it is essential that the mucous 
membrane and lateral cartilages be dissected 
from the overlying skin and subcutaneous 
tissue. This procedure should be done 
throughout the extent of the lower lateral 
(ala) cartilage, being careful to free the car- 
tilage both at the angle and in the region of 
the medial crux. This allows for proper roll- 
ing of the ala without buckling of the carti- 
lage laterally and prevents, to a degree, the 
flatness at the angle. The dissection in the re- 
gion of the medial crux allows the cartilage 
to advance upward so as to relieve some of 
the flattening and lowering of the nostril 
roof. 

Buccal sulcus incisions on either side of 
the defect to undermine the soft tissue over- 
lying the maxilla allows for relaxation of 
the lip tissue. Such a dissection also aids in 
rolling the ala medially. The dissection in the 
region of the upper lip frenulum should be 
carried up to the nasal spine to allow for 
mobility of the columnella, and thus insure 
realignment. 

Depression in the floor of the nostril can 
best be corrected by two maneuvers: (1) 
advancement of a flap at the base of the ala 
across the vestibule to the columnella (Mc- 
Dowell); and (2) development of mucous 
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Fig. 3. A. Veau method of closure of anterior portion of palate utilizing mucous membrane of 


vomer and lateral nasal wall. 
C, Development of Wardill incisions. 
bundles. 


length to palate by the modified “push back.” F. Wardill closure. 


B. Palatal view, with mucous membrane flaps for anterior closure. 
D. Fracture of hamular processes. Note intact neurovascular 
E. Lateral pharyngeal musculature and nasal mucous membrane freed up. Note added 


G. Von Langenbeck incisions de- 


veloped. H. Lateral pharyngeal dissection and partial closure. I. Final yon Langenbeck closure. 


membrane flaps on either side of the cleft 
posterior to the nasal vestibule in order to 
close the anterior-most part of the floor of 
the nasal cavity (Veau). 

At the completion of both lip and nose re- 
pair, the skin and subcutaneous tissue must 
be transfixed with multiple mattress sutures 
to the ala cartilage and mucous membrane in 
the newly adjusted position. This prevents 
thickening of the ala and nasal obstruction on 
the cleft side. 


Repair of the Palate 

A short, scarred palate following repair 
may prevent a reflux of food through the 
nose, but it will not produce adequate speech. 
Requisites to good speech are a mobile pal- 
ate of sufficient length to close the naso- 
pharyngeal valve during the act of speaking. 
Repeated surgical attempts to close a cleft 
associated with failure in primary healing 
will result in muscle-scarring and atrophy. 
Each failure makes success that much more 
difficult, because of impaired circulation in 
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the palatal flaps. There is no good substitute 
for primary healing in cleft palate surgery. 

The yon Langenbeck procedure is the stan- 
dard procedure used today for closure of 
clefts. The operative principle consists of 
elevating two mucoperiosteal flaps on either 
side of the cleft and suturing them together 
in the midline. Special care must be taken to 
fracture the hamular processes (Billroth, 
1861). This maneuver releases the lateral 
tension produced by the tensor veli palatini 
muscles. The pharyngeal muscles should be 
dissected from the lateral pharyngeal wall 
toward the midline to make the nasopharyn- 
geal sphincter smaller and further release lat- 
eral pull on the soft palate’. Separation of 
the line of closure is a common complication 
when these two maneuvers are omitted. The 
degree of breakdown in repair of the palate 
is proportionate to the degree of lateral 
tension. When there is tension in a lateral 
direction not of sufficient degree to prevent 
healing, the complication is temporarily hid- 
den. The palate is shortened. The principle 
is one of stretching a rubber Esmarch band- 
age of given length in a lateral direction, 
thus producing a decrease in the length while 
lateral tension is present. The result is a pal- 
ate which appears superficially repaired but 
actually is totally inadequate for speech by 
virtue of its reduced length. Failure to relax 
the lateral pharyngeal muscles puli has re- 
sulted in criticism of the von Langenbeck op- 
eration. 

Wardill (1928) developed a V-Y closure 
which tends to compensate for some of the 
loss in palate length. Wardill is most em- 
phatic in stressing the necessity for releas- 
ing lateral tension even in the V-Y closure. 

The von Langenbeck procedure does not ef- 
fect closure of the anterior portion of the de- 
fect. It has been our policy to close the an- 
terior portion of the defect at the same time 
the lip is closed, or in a separate operation. 
Closure in this region is achieved by the Veau 
technique of utilizing nasal mucous mem- 
brane from the vomer and lateral wall of 
the nasal cavity (fig. 3A). Having corrected 
the buccal sulcus fistula and anterior portion 
of the palate, one can utilize either the von 
Langenbeck or Wardill closure for the re- 
mainder of the repair (fig. 3, B-1). For reas- 
ons previously stated, the von Langenbeck 
or Wardill repair is done between 14 and 16 
months of age. 
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There is a trouble spot in all palate closures 
located in the midline at the junction of the 
hard and soft palates. This area is rich in 
salivary tissue and devoid of muscle. Tight 
sutures or too many sutures at this point re- 
sult in necrosis and naso-oral fistula. 


In the past, infection was considered to be 
a common source of failure in cleft-palate 
surgery. As a result, various medicaments 
were instilled into the nose and painted 
along the suture line. Some men went from 
full liquid diet, to sterile water, to nothing 
by mouth in an effort to prevent breakdown 
“due to infection.” It can be said today, with- 
out fear of contradiction, that infection is 
not a factor in palatal suture line failure. 
Strangulation of tissue circulation due to 
tension, tight sutures, or previous operative 
scar tissue is the source of evil. Antibiotics 
are not necessary. 

Brophy (1890) advocated forcible closure 
of the alveolar cleft by maxillary wiring 
through the alveolar ridges over lead plates. 
This technique has been severely condemned 
and dropped from use by most men. The 
Brophy procedure results in damage to teeth 
buds and arrests maxillary growth. Multiple 
orthodontic problems such as recession of 
the maxilla with associated under-bite are 
produced. 

In bilateral clefts, where the premaxilla 
is displaced markedly anterior, some operat- 
ors advocate excision of the premaxilla. This 
results in destruction of the growth center 
and dish-faced deformity. Some advocate set- 
ting the premaxilla by V excision of the 
vomer, with posterior displacement or vomer 
fracture and overlap. Whether the set-back 
is accomplished by the von Bardeleben frac- 
ture and overlap or by the Partsh wedge 
excision, arrest of growth occurs. The re- 
sult appears good initially, but as facial de- 
velopment progresses, maxillary recession, 
with deformity of the lip and dental arch be- 
comes apparent (fig. 4). Slaughter and Wal- 
dron have recently emphasized the dangers 
attendant on meddlesome bone-tampering™. 


Anesthesia 

I feel that most surgery performed about 
the head and neck in children should be done 
under endotracheal anesthesia, using the 
non-rebreathing technique. This technique in- 
sures control of respiration at all times and 
avoids laryngeal spasm. Aspiration of blood 
into the tracheobronchial tree, collection of 
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4. Seven year old girl born with a bilateral 
cleft fof lip and palate. 


A. Shows complete destruction of premaxilla with 
collapse toward midline of maxillary components. 
The result was a total under-bite of the entire max- 
illa, B. Note the recession of the maxilla producing 
the flat upper lip. Tongue protrudes through pre- 
maxillary defect. C. Presents an inverted vermilion 
border with horizontal tightness of the lip. The nose 
eager: the classic stigma of inadequate repair. 

his child was referred to the author for salvage. 


carbon dioxide, and respiratory fatigue are 
eliminated as complicating factors. The sur- 
geon has uninterrupted access to the surgical 
field without interference from the anesthe- 
tist. Of necessity, this technique requires an 
anesthetist trained in pediatric anesthesia 
and in the art of tubing babies. Glottic edema 
is not a concern in proper hands. Traumatic 
intubation, use of too large a caliber of tube, 
or tubes soaked in solutions of irritating 
nature will produce edema and postoperative 
respiratory distress. Such complications do 
not occur in good hands. We prefer the Ste- 
phen valve to the Dighbe-Leigh valve. Dr. 
C. R. Stephen of the Duke University Hos- 
pital substituted vinyl chloride valves for the 
ordinary metallic valves found in the Dighbe- 
Leigh. The metallic valves collect moisture 
and stick on occasion, whereas the vinyl 
chloride valves do not. The valve is exposed 
in the drapes so that it does not become 
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fouled. A constant “blow-off” of carbon di- 
oxide is also insured. 

The exception to this rule is in lip repairs 
in the new-born infant within the first 48 
hours of life. In these babies anesthesia is 
induced slowly with open drop ether. After 
the initial tissue saturation, a minimum of 
ether vapor with oxygen delivered through 
a nasal catheter is sufficient and safe. Slow 
and patient induction is emphasized. With 
proper selection of cases, as previously stated, 
no more complications are encountered in 
this age group than in operations done at a 
later date. 

Improved anesthetic techniques and the 
proper consideration of fluid balance and 
blood loss have greatly reduced morbidity 
and mortality. There is no longer any excuse 
for using mortality risk as a reason for de- 
laying palate repair until the child is 3 to 5 
years old. The mortality rate in primary lip 
and palate repair compares favorably with 
that in other forms of superficial surgery 
requiring anesthesia. 


Summary 


Logical sequence, timing, and coordination 
of therapy in the harelip-cleft palate child is 


essential. Failure to obtain cooperation be- 
tween the surgeon and other specialists is 
neglect of life-long consequence. Psychologic 
implications are of inestimable importance. 


Speech therapy, orthodenture, and pros- 
thodenture must not be neglected. Traumatic 
surgical procedures and bone-tampering are 
condemned. The repair of the lip, nose, and 
palate is entirely surgical. Obturators and 
speech bulbs are not essential to the rehabili- 
tation of these cases. 

Surgical technique was discussed, and the 
importance of anesthesia was emphasized. 
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Much confusion concerning the classifica- 
tion of mixed mesodermal tumors of the 
uterus has existed. Wagner in 1854 reported 
the first case, which he described as an en- 
chondroma of the uterus, but, judging by 
his description, most likely was a mixed 
mesodermal tumor’. Weber reported the 
second case in 1867. His ¢Cescription was 
thorough and complete, although written a 
number of years ago”). Lebowich and Ehrlich 
in 1941 stated that a tumor must contain 
striated embryonic muscle cells in order to 
be an accepted mesodermal tumor of the 
corpus uteri”, At that time only 12 tumors 
containing such cells had been reported. 
However, a short time previously Meikle 
thoroughly reviewed the literature and in- 
cluded all cases of neoplasms composed of 
tissue heterotopic to the uterus. He did not 
feel that the presence of embryonic striated 
muscle cells was necessary to the classifica- 
tion of these tumors as mixed mesodermal 
neoplasms of the uterus’. Glass and Gold- 
smith reviewed 94 cases in the literature, 
but did not mention striated muscle in the 
case they reported in 1941". 


Mixed tumors occur occasionally in the 
cervix, but are found most frequently in the 
body of the uterus’, The neoplasms arise 
chiefly on the posterior wall of the fundus 
and are usually polypoid. Because of their 
intraluminal position, continued growth of 
these tumors results in symmetrical en- 
largement of the uterus. Cervical tumors 
are also polypoid, project from the external 
os, and occupy the vagina’. Grossly, these 
tumor are soft, friable, hemorrhagic, and of 
a reddish-gray color, 


~ From the Department of Surgery, Watts Hospital, Durham, 
North Carolina. 


McCutcheon died on February 8, 19538, 
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Photograph of the uterus, which has been 
opened lengthwise. The tumor appears as a poly poid 
mass springing from the upper part of the posterior 
wall, 


Mixed mesodermal tumors are derived 
from one germ layer, and should not be con- 
fused with tumors arising from all three 
layers, which are classified as teratomas. 
Teratomas are thought to originate most 
probably from products of conceptions'**’. 


Numerous types of tissue have been identi- 
fied in mixed mesodermal tumors. The most 
common are myxomatous tissue, cartilage, 
striated muscle tissue, bone, fat, and glands. 
The glands apparently are of mesodermal 
origin, since the uterus is derived from meso- 
derm. The other tissues are definitely hetero- 
topic to the uterus. 


These tumors are completely covered by 
epithelium. Columnar epithelium covers the 
tumors of the fundus, whereas cervical tu- 
mors are enveloped by stratified squamous 
cell epithelium. The covering epithelium 
keeps pace with the growth of the primary tu- 
mor, which suggests that this tissue is merely 
one of the elements of the neoplasm. How- 
ever, only a few cases in which malignant 
changes occurred in the covering epithelium 
have been reported’. In our present case 
there was evidence of malignant degenera- 
tion of the surface epithelium. In addition, 
there is nearly always a definite line of de- 
marcation between normal tissue and the ne- 
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oplasm, although this does not constitute an 
actual capsule. 

Locally these tumors metastasize to the 
parametrium, broad ligaments, vagina, pel- 
vis, and regional lymphatic glands. Remote 
metastases are found in the lungs and pleura, 
and also in the bone and mediastinum. The 
metastasis usually does not reproduce the 
same tissue as the original tumor; it often 
appears as a sarcoma, most commonly as a 
reticulum cell or chondrosarcoma. 

Many explanations as to the etiology of 
mixed mesodermal tumors have been offered, 
the simplest of which is neoplastic metapla- 
sia. Wilms, however, feels that mesodermal 
cells associated with the wolffian body 
undergo neoplastic changes''”’. This theory 
was refuted by Lebowich and Ehrlich, who 
explain the origin of these rumors by em- 
bryonic cell rests. Mixed tumors of the corpus 
uteri are not diagnosed until a curettage is 
performed for postmenopausal bleeding. 
Gross specimens resemble curettings of 
simple carcinoma of the uterus, and there- 
fore final diagnosis rests upon microscopic 
examination. 

Opinion as to treatment varies, although 


generally some combination of irradiation 


sue, which in some areas form small glands. 
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and surgery is used. Some authors believe 
that surgery should be performed at an early 
date and followed by extensive roentgen ther- 
apy. In our case the original tumor respond- 
ed dramatically to pre-operative irradiation 
(using intrauterine radium). Although the 
tumor decreased remarkably in size, the 
microscopic picture did not show any change. 
It is our opinion that pre-operative irradia- 
tion should be followed by total hysterectomy 
in about six weeks. 

Prognosis of this tumor is poor. The mor- 
tality among the cases reported is over 90 
per cent. Recurrences develop early, and few 
patients survive two years following initial 
treatment. Hartfall reported 1 case in which 
the patient was living after 5 years", The 
prognosis apparently cannot be determined 
on the basis of histologic findings, 


Case Report 

A 71 year old white woman was admitted to Watts 
Hospital, Durham, North Carolina, on December 28, 
1950, with a chief complaint of postmenopausal 
bleeding for two weeks. 

Her past history included a cholecystectomy in 
1930 for cholelithiasis and chronic cholecystitis; a 
transverse colostomy in 1937 for acute diverticulitis 
of the splenic flexure, and a resection of the splenic 
flexure with closure of the colostomy later in the 


Fig. 3. Photomicrograph of the endometrial stro- 
ma. Its malignant character is evidenced by marked 
pleomorphism and many multinucleated tumor cells. 


Fig. 2, Photomicrograph showing islands of im- 
mature cartilage cells and malignant epithelial tis- ee 
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year. In 1948 a right radical mastectomy was per- 
formed for primary comedocarcinoma of the breast. 
One year later the patient suffered an acute intes- 
tinal obstruction, and it was necessary to resect a 
portion of the jejunum and descending colon. In each 
instance, end-to-end anastomosis was possible. Dur- 
ing the latter part of September, 1949, slight post- 
menopausal vaginal bleeding was treated by removal 
of a cervical polyp, and dilatation and curettage. 
Curettings of the uterus were not abnormal. 

The present illness consisted of slight vaginal 
bleeding present for 12 to 14 days before admission. 
Physical findings were negative except for a large 
incisional hernia in the middle portion of the abdo- 
men, and a symmetrically enlarged uterus, approxi- 
mately four times normal size. 

A diagnostic dilatation and curettage was per- 
formed, at which time a large amount of soft fri- 
able reddish-brown tissue was removed from the 
uterine cavity. One hundred milligrams of radium 
was introduced into the fundus and permitted to re- 
main until the patient had received a total of 5,000 
mg. hours. The postoperative course was unevent- 
ful, and she was discharged to return at a later date 
for a hysterectomy. 

On February 11, 1951, the patient was re-admitted 
and the uterus was completely removed. The in- 
cisional hernia was also repaired. Reccvery was 
rapid and uncomplicated. 

Pathologic examination revealed a uterus of nor- 
mal size as compared to its enlargement prior to 
irradiation. Lengthwise section of the organ showed 
an intraluminal polypoid tumor, 2 cm. in diameter, 
attached to the posterior wall. The neoplasm was 
soft, and appeared to have undergone some necrosis. 

Microscopic examination of the polypoid growth 
revealed three types of malignant tissue. First, and 
most prolific, was the connective tissue. which dis- 
nlayed marked variation in size and staining quali- 
ties of cells; multinucleated cells, and mitotic fig- 
ures, Seattered throughout this connective tissue 
were islands of malignant epithelial cells, forming 
sheets and in some instances small glands. A third 
tyne of tissue—cartilage—also showed variation in 
cellular size and structure, as well as in staining 
properties. Its appearance was not unlike that of 
embryonal cartilage. 


Summary 

1. A brief history of mixed mesodermal 
tumors of the uterus together with their 
clinical manifestations is presented. 

2. Although results with most forms of 
therapy are generally poor, we feel that pre- 
operative irradiation followed by total hy- 
sterectomy offers the best chance of cure. 

3. A case is reported in which the out- 
lined treatment was used. Although suf- 
ficient time has not elapsed for proper eval- 
uation, the patient remains in excellent 
health, without evidence of a recurrence. 
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This statistical study of recently published 
reports on 10,512 cases of carcinoma of the 
uterine cervix was undertaken for the fol- 
lowing purposes: 

1. To show the average distribution and 
cure rate, by stage, of this large number of 
cases, in order that they might serve as a 
guide to prognosis in the individual case and 
as a standard of comparison for smaller 
series of cases. 

2. To compare the effectiveness of primary 
surgical treatment and primary radiologic 
treatment in stage I and stage II cases. 

3. To compare the effectiveness of special! 
radiation methods — for example, parame- 
trial implantation of needles—with that of 
standard radiologic methods. 

4. To evaluate the desirability of giving 
the two forms of irradiation—roentgen and 
radium — as a continuous, uninterrupted 
course of therapy rather than as two sepa- 
rate courses with a time lapse between them. 

From the Department of Radiology the Department of 
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Table 1 
Cure Rate and Distribution, by Stage, of 10,039 
Cases of Carcinoma of the Uterine Cervix 
Treated Radiologically™ 


Percent of 5-yr. Cures 

Stage No. Cases total b-yr. Cures (Percent.) 
I 1700 16.9 1102 64.8 

II 3168 31.6 1397 44.1 
III 4136 41.2 1053 25.5 
IV 1035 10.3 60 5.8 
TOTAL 10,039 100.0 3612 36.0 


Table 2 


Cure Rate in Stage I and II Cases of Carcinoma of 
the Uterine Cervix Treated Surgically"f.2) 


Percent of bur. Cures 

Stage No. Cases total 5-ur. Cures (Percent. 

TOTAL 473 100.0 243 64.0 

II 94 20.0 54 57.5 

I 379 80.0 297 62.0 
Table 3 


Results of Radiologic and Surgical Treatment in 
10,512 Cases of Carcinoma of the Uterine Cervix 


Percent of 
Percent of cnses 5-yr. Cures 
Stage total accounted for (Percent) 
Rad. Surg. Rad. Surg. Rad. Surg. 
I 16.9 80.0 100.0 100.0 64.8 64.0 
II 31.6 20.0 100.0 30.8 44.1 57.5 


Percentage of stages 
I to IV accounted for 100.0 26.6 


Table 4 

Comparison of the Results of Radiologic Treatment 

with “Average” and “Special” (Waterman and 

Raphael''s)) Techniques 

Distribution of cases 

(by stages) I II Ill IV Total 
10,039 cases 

treated 

radiologically 16.9% 31.6% 41.2% 10.3% 100.0% 
417 cases 


treated by 

Waterman and 

Raphael 33.6 50.0 9.8 6.6 100.0 
Five-year 
cure rate 
For entire 

series 64.8 44.1 25.5 5.8 36.0 
For Waterman 

series 700 33.2 1.3 0.0 41.0 
Predicted cure rate in Waterman series if 

cases were distributed normally 25.4 


Table I shows the cure rate and distribu- 
tion, by stage, of 10,039 cases of carcinoma of 
the uterine cervix treated radiologically. 
Table 2 shows the cure rate in 473 cases of 
cervical carcinoma (stage I and II) treated 
surgically. 

In table 3 the results of radiologic and 
surgical methods of treatment are compared. 
It can be seen that there is no difference in 
the results of treatment in stage I cases. The 
data suggest at first glance that in stage II 
cases primary surgical treatment is superior 
to primary radiologic treatment; but further 
study shows that, because of the wide dif- 


ferences in the distribution of cases, only 30.8 
per cent of the stage II cases have been treat- 
ed surgically. This means that two thirds of 
the stage II cases are not, for one reason or 
another, suitable for surgery. If this great 
variation from the normal distribution is tak- 
en into account, the cure rate of stage II cases 
treated primarily by surgical means is re- 
duced to 17.7 per cent, as compared with a 
cure rate of 44.1 per cent for primary radio- 
logic therapy. If all stages of the disease are 
considered, it is found that at the present 
time primary surgical therapy is suitable 
for only 26.6 per cent of all cases of carci- 
noma of the uterine cervix. 

In table 4 are compared the data regarding 
the distribution and cure rate for the entire 
group of 10,039 cases treated radiologically, 
and similar data for 417 cases which Water- 
man and Raphael treated by special, inter- 
stitial irradiation methods. The cure rate 
reported by Waterman and Raphael in their 
group of cases is greater than the cure rate 
for the entire series. If, however, the abnor- 
mal distribution of cases in the group treated 
by Waterman and Raphael is taken into ac- 
count (83.6 per cent of these lesions being in 
stages I and II), it is found that the cure rate 
to be expected from this technique in a nor- 
mally distributed group of cases would be 
25.4 per cent—a figure well below the aver- 
age cure rate of 36 per cent. This finding sug- 
gests that special radiologic methods have 
not, as yet, proved their value. 

Figure 1 shows the relationship between 
the amount of radiation required to destroy 
squamous cell carcinoma and the period of 
time in which this radiation is given. It is 
well known, of course, that as the treatment 
period is prolonged the amount of radiation 
required to produce the same effect must be 
increased. When two different types of 
radiation—radium and roentgen therapy— 
are used, the end point of treatment will be 
reached sooner if they are given continuously 
than if an interval is allowed to elapse be- 
tween the two courses of treatment. In figure 
1 the unbroken line represents the cumulative 
dose of radiation required for cervical carci- 
noma treated by continuous roentgen-radium 
therapy, and the broken line represents the 
cumulative dose required in an interrupted 
roentgen-radium series. Two end points are 
shown for each method. The upper represents 
the cumulative dose at conventional “point 
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Figure 1, 


A” (2 cm. lateral to the long axis of the 
uterus and 2 cm. proximal] to the lateral vag- 
inal fornix), and the lower represents the 
cumulative dose at “point B” (5 cm. lateral 
to the long axis of the uterus and 2 cm. prox- 
imal to the lateral vaginal fornix). It is ap- 
parent from inspection of figure 1 that, with 
equal doses of radiation, the optimal level 
is more nearly achieved with the continuous 
than with the interrupted method of roent- 
gen-radium therapy. In other words, the bio- 
logic effect of equal doses of irradiation is 
greater when the treatment is continuous. 
The usual practice has been to give the same 
dose regardless of the method employed; but 
this practice is not based on valid principles 
of radiation therapy. 


Conclusions 


From this statistical study showing the 
average distribution by stage and the cure 
rate in 10,512 recently reported cases of car- 
cinoma of the uterine cervix, the following 
conclusions can be drawn: 

1. Primary surgical treatment is adapt- 
able to 100 per cent of stage I cases but to 
only 30.8 per cent of stage II cases. 

2. The revised cure rate for stage II cases 
treated primarily by surgical means is only 
17.7 per cent. 

3. Special techniques employing intersti- 
tial implantation of radium have not been 
proved superior to the use of standard in- 
trauterine and intravaginal applicators. 
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4. When roentgen and radium radiation 
are given in separate courses, with an inter- 
val between, the total dose of radiation re- 
quired to achieve the same biologic effect is 
greater than if the courses were given con- 
tinuously. 
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Discussion 


Dr. W. L. Thomas (Durham): A doctor from Nor- 
folk, Virginia, recently consulted me about a patient, 
a woman who is now 56 years of age. In 1945 he 
treated her with a combination of x-ray and radium 
for a stage I squamous cell carcinoma of the cervix. 
According to the information I received over the 
telephone, he gave her 6,720 mg. hours of radium 
and 2,500 r of deep roentgen therapy through two 
anterior and two posterior portals. He has followed 
the patient regularly, and she is, according to him, 
in perfect health, except for some vaginal bleeding 
which began last March. Histopathologic examina- 
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tion of several specimens from the cervix and upper 
vagina were reported, “squamous epithelium; in- 
sufficient material.” Repeated biopsies were made, 
and the report now comes back—*‘carcinoma.” Ap- 
parently, this case represents a seven-year arrest 
or salvage of a stage I squamous cell carcinoma of 
the cervix following irradiation. 

Already this year I have seen 2 of our own pa- 
tients who were treated with radiation, 11 and 14 
years ago, respectively. They have been in perfect 
health, yet they both entered the hospital this year 
with carcinomatosis of the pelvis. I wonder if Dr. 
Andrews is completely satisfied with his present- 
day radiologic treatment of cancer of the cervix? 
I think that most of us are discouraged with regard 
to the treatment of cancer and would appreciate any 
information we might obtain from our friends in 
radiology or gynecology. 

Dr. Andrews has compiled a considerable amount 
of data. Though they seem to be quite accurate and 
conclusive, I still contend that you cannot always 
apply statistics to clinical evaluation. For instance, 
he did not mention the fact that 1 out of 5 patients 
with early carcinoma of the cervix have regional 
positive lymph nodes at the time of the radical 
operation, 

I would likewise disagree with his use of the 
word “cure.” I believe that it is incorrect to apply 
the term to any patient who has cervical carcinoma. 
In my opinion, the word should be “arrest” or “sal- 
vage.” 

Dr. Andrews reports that the percentage of five- 
year arrests of stage I carcinoma in 10,039 patients 
was 64.8. It was just because of that figure and 
because of the attenuation of the disease by radi- 
ologic therapy as shown in the 8 cases cited that we 
decided, about seven years ago, to try to determine 
if radical surgery had a place in the present-day 
treatment of cervical cancer. Modern anesthesia, 
antibiotics, and blood transfusions make this exten- 
sive surgical attack quite safe at the present time; 
there is little or no immediate mortality. 

Dr. Bayard Carter recently reported to the Amer- 
ican Congress of Obstetrics and Gynecology in Cin- 
cinnati our results with the radical Wertheim pan- 
hysterectomy and bilateral radical pelvic lympha- 
denectomy for cervical cancer. The rate of five-year 
salvage or arrest in 27 patients with stage I carci- 
noma of the cervix is 96 per cent. The salvage rate 
for four years or more in 45 patients is 97.8 per 
cent. Dr. Andrews’ figure is 64.8 per cent. We had 
74 patients who survived four years, 45 of whom 
were considered in stage I, 25 in stage II, 3 in stage 
III, and 1 in stage IV. In those 74 patients the 
salvage rate was 86.8 per cent. It is only fair to add 
that 49 of those 74 patients had received postoper- 
ative irradiation. However, 11 of the 49 had positive 
lymph nodes after maximal irradiation. 

In a discussion of this problem shortly after the 
war, Dr. Robert Reeves, our radiologist, said, “I am 
worried about the fact that if we, as a teaching 
staff, recommend surgery for carcinoma of the cer- 
vix, some men in the state seeking to follow our 
advice will stop short of extensive, radical surgery.” 
His prophecy has come true, in spite of the warning 
we have given in every discussion of the subject: 
that anything less than the radical operation for 
invasive carcinoma of the cervix is contraindicated; 
in fact, is criminal, 

Seven years have elapsed since we began to em- 
ploy surgery on selected patients. I think we had 
performed 188 operations for cancer of the cervix 
up until July, 1951, Our figures show that this num- 
ber is about 15 per cent of the patients who have 
cancer of the cervix. After these seven years I have 
come to the conclusion that radical surgery is in 
certain instances preferable to radiologic therapy. 
Among those instances I would cite: (1) radiore- 


sistant cancer; (2) early cancer of the cervix com- 
plicated by pregnancy; (3) large fibromas or ovar- 
lan neoplasms in which it is impossible to get the 
7,000 r’s to point A because of the large pelvic 
mass; (4) cutionas lesions of the cervix which are 
associated with extensive pelvic infection; (5) pa- 
tients who are unalterably opposed to irradiation. 

Thank you, Dr. Andrews, for the opportunity of 
reading your paper and listening to your fine pre- 
sentation. In my opinion you have stressed two im- 
portant points: (1) the dose-time relationship to the 
arrest (not the cure) of squamous cell carcinoma 
of the cervix; (2) the superiority of continuous 
radiologic treatment rather than interrupted radi- 
ologic treatment. As a physician, I know that the 
biologic effects of continuous treatment are greater, 
and that consequently the cancerocidal dose is 
smaller. 

Dr. W. Z. Bradford (Charlotte): Before leaving 
this subject, I would like to ask Dr. Thomas to ex- 
plain his present methods of deciding when a cancer 
of the cervix is radioresistant. 

Dr, Thomas: We try to determine whether or not 
the patient is radiosensitive or radioresistant with 
the skilled help of our cytologist, Dr. Kenneth Cuy- 
ler, who knows far more about whether the patient 
is responding to radiologic therapy than I do. As 
you know, most courses of irradiation are continued 
over a period of 25 to 30 days. During that period 
we see the patient at least eight times. Clinically, 
therefore, it is possible to tell whether the patient 
is responding to the irradiation. In addition, the 
cytologic smears show the effect of the treatment 
upon the cancer cells themselves, That is the only 
way I know to determine whether the patient is 
radioresistant or radiosensitive. We perform pro- 
gress biopsies at all'times. If after 25 or 30 days of 
treatment we find quite active cancer, we think that 
the patient is probably radioresistant. 

Dr. Glenn Edgerton (Charlotte): I am wondering 
why, with Duke’s good percentage of arrests, they 
have treated (if I understood Dr. Thomas correctly) 
only 15 per cent of the cases of carcinoma of the 
cervix with surgery. I also want to defend Dr. An- 
drews a little. I do not believe that we have achieved 
adequate arrest of carcinoma of the cervix by radi- 
ologie or surgical means. Some of us who perform 
these radical operations are going to see our pa- 
tients coming back in seven, eight, or ten years 
with recurrences. We just do not have the answer 
as yet. 

Dr. Thomas: The answer to the question, why 
don’t we operate on more of the patients, is that the 
treatment is still in an experimental stage. We have 
approached this problem with great apprehension 
as to the mortality and untoward sequelae from 
radical surgery. In consequence we select our pa- 
tients with a great deal of care. 

Arbitrarily, we do not perform this radical oper- 
ation on any woman more than 60 years of age. In 
the face of any medical contraindication such as the 
presence of the endometrium, obesity, hypertension, 
and diabetes, we hesitate to operate. All our sur- 
gical patients have been considered good operative 
risks. We may later extend our field of surgery if 
the results indicate that it is worth while. Though 
we have operated on only a comparatively small 
number, 96 are in perfect health, and I honestly 
believe that we will be able to use the term “five- 
year cure” with regard to surgically treated pa- 
tients; I do not believe that you can use the word 
“cure” with regard to a 20-year patient treated 
radiologically. 

Dr. Andrews (closing): What we have tried to 
show in this paper is the record as it stands now. 
This record has to be improved, whether by the man 
with the atomic treatment or by the surgeon with 
the scalpel. 
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You will excuse the use of the term “cure.” I re- 
gard it as a rather conventional use of an unfor- 
tunate term. 

We at the Bowman Gray are also studying the role 
of surgery in this disease; and studying with it, as 
well, what we are accomplishing by means of radi- 
ation. I believe that the next phase in the develop- 
ment of a cure—and I mean cure—of cancer of the 
uterus and cervix is the kind of individualized treat- 
ment about which Dr. Thomas speaks, not routine 
radiologic methods, not routine surgical treatments, 
but the best use with the best judgment, of the 
several means at hand. 


REPLACEMENT OF A PORTION OF THE 
PAROTID DUCT BY A PLASTIC TUBE 


REX B. PERKINS, M.D. 
and 
D. E. WARD, JR., M.D.* 
WINSTON-SALEM 


In recent years, the increase in automobile 
and hunting accidents has made reconstruc- 
tive surgery of the face increasingly impor- 
tant. Re-establishing the continuity of the 
salivary ducts has been previously done by 
end-to-end anastomoses. When a portion of 
the duct is lost because of ex‘ensive trauma, 


it is now possible to replace this portion with 
a plastic tube. In the following case a plastic 
tube was used to replace a portion of the left 
parotid duct which was destroyed in a shot- 
gun accident. 


Material 

The plastic tube uced for bridging the 
parotid duct defect was made of polyethy- 
lene. In a review of the subject of plastics 
by Ingraham and others''’, this material was 
found to be superior to other foreign sub- 
stances such as Vitallium, tantalum, rub- 
ber, and similar materials usually employed 
for the surgical reconstruction. The proper- 
ties of polyethylene have been described by 
many writers’, and do not need to be re- 
peated. Woolf and Walker’ demonstrated 
that when plastic material was buried in an 
animal for a period of two years, there was 
no foreign body reaction even in the pres- 
ence of infection. Polyethylene tubes are 
easier to make and are considerable less ex- 
pensive than those of Vitallium or tantalum. 


Case Report 
The patient was a 46 year old lumberman 
who had accidently shot himself in the left 
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side of the face and head. He was carried to 
a nearby hospital and tranferred to the 
North Carolina Baptist Hospital six hours 
after the accident. 

He was a well developed and obese man, 
with a blood pressure of 90 systolic and 60 
diastolic. There was a large, open, ragged, 
powder burn on the left side of the face and 
head extending from the mandible to the 
temporal region and from the nose to the 
ear. The mouth, nose, and ear were not dam- 
aged. There was evidence of damage to the 
facial nerve and a compound fracture of the 
mandible at the angle. The parotid gland 
could be seen deep in the wound and 4 cm: 
of the parotid duct had been blown away. 

The patient was given tetanus antitoxin 
and gas gangrene antitoxin in the emergency 
room. A roentgenogram of the head revealed 
a simple fracture at the angle of the left 
mandible. He was taken immediately to the 
operating room, and under Sodium Pentothal 
anesthesia, a debridement of the gunshot 
wound was done. The occipital and temporal 
branches of the facial nerves were intact. 
The parotid gland was identified. The proxi- 
mal and distal segment of the parotid duct 
were identified. A piece of polyethylene plas- 
tic tube measuring 6 cm. was placed in the 
wound, bridging the defect, and sutured to 
the proximal and distal ends of the parotid 
duct with 000 silk suture. No extensive dam- 
age to the parotid gland was evident. De- 
bridement was carried out and hemostasis 
obtained. The wound was jacked open with 
gauze. One thousand cubic centimeters of 
whole blood was given during the operation. 

Following surgery, the patient had no pain 
or swelling of the left parotid gland. No pa- 
rotid secretions were noted draining from 
the wound either before or after secondary 
closure. The wound was treated with warm 
saline soaks and the patient was given paren- 
teral penicillin. Nine days after the operation 
a delayed primary closure of the face wound 
was done under Sodium Pentothal and _ni- 
trous oxide anesthesia. At this operation the 
polyethylene tube was still in place and se- 
cretions could be seen passing through it. 
Following his second operation the patient 
had no swelling or pain of the left parotid 
gland, and he was discharged on the fourth 
postoperative day. 

The patient has been followed in the Sur- 
gical Out-Patient Clinic for 15 months and 
has had no signs of parotitis, swelling, drain- 
age, or pain in the left parotid gland. 
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Comment 

Berman" replaced portions of the esopha- 
gus in dogs with polyethylene tubes. He 
operated on 20 dogs, one of which is still 
living 22 months following surgery. At nec- 
ropsy it was found that in all of the dogs a 
fibrous sheath had developed around the 
plastic tube lined by epithelium, which was 
complete at one year. In one dog the tube 
was removed by esophagoscopy 13 months 
after the operation, and the dog is still eating 
and is well 22 months postoperatively. Ber- 
man found that a hemorrhagic serofibrinous 
exudate forms around the tube. Granulation 
tissue forms and is gradually transformed 
into dense fibrous tissue. Squamous epithe- 
lium then begins to grow over the granula- 
tion tissue from the mucous membrane of 
each cut end of the esophagus, finally meet- 
ing and thus lining the fibrous sheath. This 
same process may occur in the parotid duct, 
thus forming a new duct. 

Of the plastic materials now being used, 
polyethylene seems to be the best, since it 
is cheaper, easier to make, and extremely 
pliable. The length of the destroyed duct or 
organ is of little consequence. As much as 
90 mm. has been bridged in the esophagus 
by Berman’, The plastic tube in place seems 
to be no bar to the normal secretions of the 
parotid gland. At no time during his entire 
course did the patient have any symptoms 
which would indicate obstruction of the left 
parotid duct. 

Summary 

A case is presented in which a 4 cm. seg- 
ment of the left parotid duct was destroyed 
by a shotgun accident. A 6 cm. piece of polye- 
thyelene plastic tube was placed in the defect 
at the time of debridement. The polyethylene 
tube remained patent, and there were no com- 
plications of the left parotid gland nine 
months following surgery. 

Further use of polyethylene plastic tubes 
for reconstructive surgery of the salivary 
ducts is recommended. 
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ARMY SURGEONS OF THE 
AMERICAN REVOLUTION 


DoROTHY LONG* 
CHAPEL HILL 
(Second of three parts) 


Another young doctor, John James Ward, 
may have had no formal training in medi- 
cine before his army experience, but at least 
he had the advantage of serving with a man 
from whom he could have learned much. In 
1777 Dr. Ward wrote to Governor Caswell, 
asking that he be appointed surgeon to the 
company of artillery commanded by Captain 
Vance, and he included a statement from Dr. 
John Fergus that, “‘ Mr. James Ward was 
appointed and acted as surgeon and mate to 
the first Battalion of North Carolina Troops, 
which office he discharged the Duties of 
faithfully and to Satisfaction till he left the 
service.”"'*) By a rather informal arrange- 
ment with the officers of the company con- 
cerned, Ward was already acting as surgeon 
to the company, and his request to Caswell 
was an attempt to have the arrangement 
made official, so that he could get supplies 
from the commissary, as he wrote: “If your 
Excellency should think proper to authorise 
me to attend, I shall in every respect to the 
utmost of my judgment execute the office. 
There is a medicinal chest now in town which 
was omitted being sent the Troops, therefore 
I should be glad to know whether I might 
have the chest for the use of the artillery, or 
draw med.’s from the commissary stores, or 
still continue the use of my own, that is pro- 
vided y’r Excellency thinks proper to ap- 
point 

Occasionally a doctor seems to have left 
the services almost as informally as Dr. Ward 
entered it, though few leave-takings can have 
been quite so casual as one described in the 
Papers of Archibald D. Murphy. In an ac- 
count by General Joseph Graham of a battle 
near Wilmington in October, 1781, in which 
there had been no casualties, he wrote, “On 
the return march, the Surgeon of the Cav- 
alry, Dr. Nelson—said to be eminent in his 
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profession, (since removed to Georgia) of an 
eccentric character, who had been with us 
at Raft Swamp, and again this morning, had 
a pack horse with lint, bandages, and some 
medicine, led by a soldier, came riding by 
Major Graham and some other officers; ad- 
dressed him apparently with some chagrin: 
‘I find it is not worth while to have a doctor 
where you fight, for they have nothing to 
do—might as well go home,’—passed on, 
pack horse and all, and did go home, though 
at the time it was thought nothing more than 
a compliment till the Doctor was gone.’'* 

However, when Dr. William McClure, then 
surgeon to the 2nd regiment, was absent from 
duty in 1782, his conduct became the occa- 
sion of a lengthy correspondence with Gen- 
eral Sumner, and the suggestion of a trial by 
court martial to decide whether the doctor 
had neglected his army duty to pursue pri- 
vate business in contempt of orders”. If 
tried, Dr. McClure must have been acquitted, 
as he was one of the surgeons who served till 
the end of the war. In several letters to 
Sumner explaining his absence, Dr. McClure 
reminded the general of his long and arduous 
duty, which, he said, had so undermined his 
health that he had a cough and fever, “which 
I believe will produce a consumption,”"'” and 
of the fact that his service had rendered him 
poverty stricken, since he had not for a long 
time received any pay, while his large prac- 
tice at home had been neglected, there being 
no other doctor who could take it. Dr. Mc- 
Clure had been an army surgeon for some 
six years at this time, and his duty had in 
truth been rather arduous. In 1778 General 
MacIntosh had written Governor Caswell, 
complaining of much sickness in his camp, 
with at least two hundred sick there, ‘and 
only Dr. McClure of the 2nd regiment to at- 
tend to all.”"'7) Dr. McClure in one of his let- 
ters to General Sumner" said that in the 
year 1776 in South Carolina he had attended 
the 8th Virginia regiment with his own, and 
reminded the general of his imprisonment— 
the doctor had been captured at Charleston 
in May, 1780, along with several other phy- 
sicians, including Dr. Guion, of the Ist 
North Carolina regiment, and Dr. Loomis, 
of the 8rd. In January of 1782, Dr. McClure 
wrote of “the dangers and difficulties I] have 
undergone, the unwearied assiduity and per- 
severance of six years in the service of my 
country, the close and most cruel confine- 
ment I endured because I was the means of 
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saving the lives of a number of my poor dis- 
tressed countrymen in the Provost, the many 
losses I have sustained, and above all, my 
constitution ruined by excessive duty.”"'”’ Al- 
most six months later he was still at home, 
and was “exceeding sorry to find . . that 
you are impressed with an unfavorable idea 
of my Conduct.’*”’ He concluded this letter 
to General Sumner by saying that he still 
had the cough and other complaints, but 
that he hoped to return to the regiment in 
about a month. Apparently he finally went 
back, and all was forgiven. 

After the war, Dr. McClure was active in 
public affairs, being elected in 1785 as a 
member of the Council of State'?'’, and ap- 
pointed as one of the commissioners to ex- 
amine claims for disability caused by mili- 
tary service'**). He was also a trustee of New 
Bern Academy, and in his spare time seems 
to have been something of an inventor, as 
in November, 1785, the House of Commons 
chose a committee ‘‘to examine the Model of 
a Boat invented by Dr. McClure, which is 
represented to be calculated to improve the 
Navigation of this state.”'?*) 
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CORRECTION 


We regret that in the article “Principles 
in the Treatment of Fractures in Children” 
by Dr. Lenox D. Baker and Dr. R. W. Coon- 
rad, which appeared in the February issue 
of the NORTH CAROLINA MEDICAL JOURNAL, 
the plates were reversed in printing figures 
2 and 4 (p. 51). 


The Doctors and the Cancer Campaign. Cancer 
campaigns are doing some good, and without doubt 
doing a great deal of harm. I have heard of no sub- 
stantial reduction in the mortality from cancer since 
these campaigns were started. Almost every hospital 
has ome a “cancer center,” where the doctors and 
“reachers,” talk learnedly of what they are doing— 
and cancer goes on increasing nevertheless. These 
campaigns are costing the public a great deal in 
money, much more in campaign-engendered anxiety 
~—-even terror.—Coleman, C. C.: Some Observations 
on the Practice of Medicine, J. South. Med. & Surg. 
108: 164 (July) 1952. 
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“ARE DOCTORS ‘AGIN’ EVERYTHING?” 


In the February issue of the Medical An- 
nals of the District of Columbia, Dr. Wallace 
M. Yater—who is editor of that journal and 
also president of the District Medical So- 
ciety—spoke so eloquently in refuting the 
charge that doctors are “agin” everything 
that his message is worth reading and re- 
reading. On the President’s Page of the Med- 
ical Annals Dr. Yater said, among other 
things: 


“Medicine has only one theme—what's best 
for the people. And that is what the people 
find it hard to believe. The socialists are 
clever enough to make it appear that what 
they propose is so altruistic that everyone 
who objects must be a devil indeed. And, un- 
fortunately, our people have been taught 
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over the past 20 years that the ‘world’ owes 
them almost everything, the ‘world’ being 
the Federal Government. The Government 
is looked upon by many as a _ paternalistic 
Midas whose limitless wealth comes from 
some mystic source. Perpetuation of this 
thought and its acceptance by the majority 
of the people would in time relieve them of 
their freedoms and destroy in them all sense 
of responsibility for their own welfare. 


“There are just two criteria for the oppo- 
sition by organized medicine of any proposal 
based on the assumption that it would ‘as- 
sure adequate medical care for all.’ These 
are (1) that Government control of the prac- 
tice of medicine and provision for medical 
care be strictly excluded, and (2) that free 
choice of physicians by the patient be pre- 
served. Most proposals thus far have not 
fulfilled these criteria — hence medicine’s 
opposition, and hence the idea that ‘doctors 
are agin everything.’ 


“Unfortunately, the American Medical As- 
sociation was slow to accept the fact that 
something had to be done about the high cost 
of medical care. It took years to get our 
parent organization to accept the principle 
of voluntary prepaid medical insurance. Once 
it did so, the movement grew rapidly, but not 
rapidly enough to quell the left-wingers. We 
have a temporary respite in the coming to 
power of a new administration, but we must 
never forget that the left-wingers are still 
a potent force even though at present they 
are in the minority. 


“The current proposals of the President's 
Commission on the Health Needs of the Na- 
tion, a nonpolitical agency, have been re- 
ceived with great interest, albeit by medicine 
with some misgiving. This report must be 
studied with great care, something which the 
average citizen will not do. It will take time 
and great discernment to ferret out all the 
political implications of the tremendous doe- 
ument.” 


It is only simple justice to point out that 
the National Physicians Committee deserves 
most of the credit for the adoption by the 
medical profession of the principle of volun- 
tary prepaid insurance. Some years before 
Whitaker and Baxter launched their cam- 
paign urging that voluntary insurance is 
the answer, the N.P.C. had made this one 
of the strongest planks in its platform. 
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COMMON SENSE AND CHILD REARING 


For many years it has been the fashion 
to frighten and bewilder young—and not so 
young — parents with the threat of dire 
calamities that may befall their children if 
they are not reared exactly according to rule. 


To the family doctors who have had to 
deal with parents bewildered by the vol- 
uminous literature on child psychology an 
article by a topflight pediatrician protesting 
against some of the extreme views about 
child rearing will be as refreshing as a cool 
draught in the desert. In the New England 
Journal of Medicine for February 5, Harry 
Bakwin, professor of clinical pediatrics at 
New York University, discusses “The Aims 
of Child Rearing.” In the beginning of the 
article he says: 

The conscientious physician is confused and 
troubled by points of view and concepts that are 
widely zccepted by psychiatrists but do not fit his 
everyday experience. He reads about the dire effects 
of too little mother love, but what he sees much 
more often is the spoiled, overindulged child, the 
product of doting, permissive parents. He is told 
of the deprivation suffered by the child who is forced 
to suck on a rubber nipple instead of the mother’s 
breast, but he sees, all the time, children, who had 
been nourished from the bottle in infancy, growing 
up into quite normal adults. He is warned about 
the dangers of frustration, but he knows that he 
himself has never achieved anything worth while 
without suffering many frustrations. 


As an example of the extreme and some- 
times absurd warnings issued by psycholo- 
gists on the hazards of child rearing Dr. 
Bakwin quotes a noted authority on the psy- 
chological development of the infant, who 
has this to say about toilet training: “. . 
he has submitted to toilet training for no 
better reason than that it pleases the mother. 
He willingly becomes partner to a fraud in 
which mother exclaims over each stool, grow- 
ing ecstatic as mothers will, only to see 
this gift of love flushed indifferently down 
the toilet. To fear of loss of feces is added the 
danger that, through soiling, through re- 
fusal to defecate in the pot, he will lose his 
mother’s love.” 


In contrast to such an extreme view are 
the findings of certain anthropologists. For 
example, Mead concluded that “it is not pos- 
sible to make any simple statement, such as 
that permissive toilet training or long nurs- 
ing or sudden weaning have a single predic- 
table effect on personality development.” 
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The brilliant late Dr. Logan Clendening, 
in the eighth edition of his Methods of Treat- 
ment (page 1005), compared the older and 
modern methods of treating a child “who 
manifests minor traits of disobedience and 
laziness,” with distinct approval of the older 
method: 


Such a child will be taken to a psychoanalyst 
who will sweat over it, place it in a special school, 
or give it a trained psychologist tutor or tutoress, in 
the meanwhile gathering data and observing par- 
ents, brothers, sisters, uncles and aunts, and so on, 
finally announcing that the reason Susie does not 
do her geography lessons well is because she is 
jealous of her younger brother Johnnie who was 
taken on a trip to Port Huron the previous sum- 
mer. The old honorable, tried, proved way to handle 
Susie is to spank hell out of her until she learns 
that the world is full of injustices and that 
sometimes other people will get to go on trips when 
she is left behind, and that the important thing for 
her to do is to shut up and get her geography lesson. 
The psychoanalyst regards this method as brutal, 
stupid and incomplete because it does not get to the 
root of the matter, but the average citizen, includ- 
ing Susie, regards the psychoanalyst’s method as 
a lot of tomfoolishness, which makes every one un- 
comfortable and suspicious and generally confused, 
while its immediate effect on Susie is to focus so 
much attention on herself that her conceit is prac- 
tically unbearable. After all, the object of all this 
is to bring Susie back to proper relations with re- 
ality: the spanking does it quite as effectively as 
the analysis, even though by its method we do not 
know why Susie lost touch with reality. It must be 
remembered, too, that smug as the practitioners of 
psychoanalysis are, their methods have not been 
scientifically proved: the method has not been in 
operation long enough for us to learn what kind of 
adults these little psychologically educated children 
grow into; while the spanking has been used for 
thousands of years with only occasional lapses from 
an unbroken record of success. 


These two views present the extreme 
swing of the pendulum and as usual the 
truth lies between them. No doubt, however, 
thousands of parents who have been dis- 
turbed and bewildered by the thought of 
ruining their children’s lives in infancy and 
pre-school days will be encouraged by Bak- 
win’s conclusion that the idea that infan- 
tile and early childhood experiences have 
profound and often specific influence on 
personality development is an unwarranted 
generalization, The persons who are perma- 
nently damaged by improper training pro- 
cedures are those in whom the unfavorable 
management has continued to operate over 
long periods during childhood. There is every 
reason to believe that the run-of-the-mill 
errors in child rearing that parents make 
will be without serious consequences in the 
large majority of cases. 
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Committees and Organizations 


COMMITTEE ON MATERNAL WELFARE 


A Review of the First 1000 Consecutive 
Maternal Deaths in North Carolina 


JAMES F. DONNELLY, M.D.* 
WINSTON-SALEM 


The Committee on Maternal Welfare of 
the Medical Society of the State of North 
Carolina was established in 1946 by the 
Society’s House of Delegates. The initial pur- 
pose of this committee was to study all the 
maternal deaths occurring in the state. The 
obvious ultimate purpose was to analyze 
these deaths and attempt to recommend 
remedial measures. Similar committees had 
been established previously in other sections 
of the country. — 

The methods of the study employed by 
those various maternal welfare committees 
vary widely. However, the purpose of all the 
committees is fundamentally the same — 
namely, the reduction of maternal mortality. 
To date a number of these committees have 
published comprehensive reports which in- 
dicate that a very high percentage of matern- 
al deaths are preventable. It is because of 
this finding that a small nucleus of North 
Carolina physicians advocated the establish- 
ment of such a committee in this state. 


Personnel of the Committee 


The first committee was appointed in May, 
1946, by Dr. Oren Moore, president of the 
Medical Society of the State of North Caro- 
lina. The survey was begun in August, 1946, 
and is continuing at the present time. The 
original committee consisted of the follow- 
ing members: 


Frank R. Lock, M.D., Chairman, Winston-Salem 
J. Street Brewer, M.D., Roseboro 

George M. Cooper, M.D., Raleigh 

Ernest W. Franklin, M.D.. Charlotte 

T. Leslie Lee, M.D., Kinston 

Ivan Proctor, M.D., Raleigh 

Robert A. Ross, M.D., Durham 

R. A. White, M.D., Asheville 

Jaspar S. Hunt, M.D., Charlotte 


Two of the most valuable members of the 
original committee—Dr. T. Leslie Lee, of 
Kinston, and Dr. George M. Cooper, of 
Raleigh, died while in office. During the in- 
tervening years other changes have been 
made in the committee. The present commit- 
tee has the following members: 


‘Chairman of the Committee. 
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James F. Donnelly, M.D., Chairman 

Frank R. Lock, M.D. 

Glenn E. Best, M.D., Clinton 

Avon H. Elliot, M.D., Raleigh 

Ernest W. Franklin, M.D., Charlotte 

Hugh A, McAllister, M.D., Lumberton 

Burnice E. Morgan, M.D., Asheville 

George O. Moss, M.D., Cliffside 

Robert A. Ross, M.D., Durham 

John C. Tayloe, M.D., Washington 
From the outset, it was apparent that the 
personnel of the committee should be of a 
permanent or semi-permanent character, 
since the secretary, record files, and other 
equipment could not be changed from one 
location to another annually. 


Methods of Investigation and Analysis 

Many physicians in the state apparently 
do not understand the purpose or philosophy 
of the survey. The Bureau of Vital Statistics 
of the State Board of Health sends to the 
committee a duplicate of every death certifi- 
cate concerning a maternal death. If de- 
livery has occurred, the birth certificate is 
likewise referred to the committee. Not in- 
frequently the Bureau of Vital Statistics will 
look up a birth certificate which was filed 
six months or more before the death of the 
mother. Because of the alertness and ef- 
ficiency of this Bureau, the committee’s 
figures on North Carolina’s maternal mortal- 
ity are somewhat higher than those compiled 
by the Federal Government. 

A standard questionnaire is mailed to the 
physician signing the death or birth certifi- 
cate (or both) in every case of a maternal 
death. Occasionally no reply is received from 
the physician, and the questionnaire must be 
sent to the public health officer, a near-by 
member of the committee, or the local medi- 
cal society. Generally speaking, this question- 
naire supplies all the information necessary 
for the analysis of a case. Occasionally it is 
necessary to send questionnaires to various 
consultants. 

The committee was gratified to find that 
only in a very small percentage of cases was 
it necessary to enlist the help of agencies or 
individuals other than the physician involved 
to obtain information about a maternal death. 
Since the committee has no legal authority 
to request such information, it can be ob- 
tained only on a voluntary basis. Some com- 
mittees in other states have insured the hos- 
pitals’ cooperation by the use of veiled 
threats to recommend the removal of hos- 
pitals from the approved list of the American 
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Medical Association. Our committee has not 
felt that this technique was either applicable 
or fair. Many of the committees pay obstetri- 
cians to investigate each maternal death oc- 
curring in their vicinity. We have reason to 
believe, however, that our mail inquiry 
method is adequate. It is true that we are 
given false information at times; however, 
we have methods of cross-checking the re- 
plies received, and feel that in general our 
data are accurate. 

When all of the information concerning 
a case is collected, all the identifying names 
are obliterated and it is entered on a four- 
page record sheet arranged by the Inter- 
national Business Machines Cooperation. By 
use of punch cards the statistical data are 
then recorded so that they can easily be ob- 
tained by machine. In addition, a letter is 
sent to all the physicians involved, outlining 
what the committee sincerely hopes is con- 
structive criticism. It should be pointed out 
in this regard that the committee has the 
benefit of hindsight, plus an accumulation of 
information not usually available to the in- 
dividual physician handling the case. 

As a part of their analysis of every case, 
the committee decides whether or not they 
feel that the death was preventable. It should 
be emphasized that this decision is made on 
the basis of the ideal situation. In other 
words, a maternal death is considered pre- 
ventable if it probably could have been avoid- 
ed by the application of ideal standards of 
medical care. In those cases which are con- 
sidered preventable, the responsible factor 
of preventability is sought. One such factor 
is assigned to each case—physician, patient 
and/or family, midwife, or facilities. If the 
responsible factor lies with the physician, it 
is further subdivided into the four factors 
of diagnosis, judgment, technique, and man- 
agement. In cases where multiple factors 
were involved, the committee selected the 
one which seemed most directly responsible 
for the patient’s death. 


Definition of Terms 

From time to time physicians have written 
the committee stating that they considered 
a death to be surgical or medical rather than 
maternal, and that it should not be considered 
by the committee. A definition of terms used 
by the committee may help to clarify this mis- 
understanding : 

A maternal death is defined as any death, 
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regardless of cause, occurring during preg- 
nancy, or within six months after the termi- 
nation of pregnancy. This includes any death 
due to homicide, suicide, accident, or dis- 
ease not even remotely connected with preg- 
nancy. It might be stated that the Children’s 
Bureau of the Federal Government includes 
all deaths occurring within one year after 
termination of pregnancy, since some deaths 
that remote may be related to the pregnancy. 
For convenience, however, the survey in this 
state has been restricted to deaths occurring 
not more than six months after pregnancy. 

All maternal deaths are divided into ob- 
stetric and non-obstetric deaths. A non-ob- 
stetric death is one in which the major cause 
of death is in no way related to the preg- 
nancy. A death is considered obstetric if the 
major cause of death falls into any one of 
the following three general groups: 

1. Direct obstetric complications, such as 
abortion, ectopic pregnancy, hyperemesis, 
postpartum hemorrhage, toxemia, pulmon- 
ary embolism, and anesthesia. 

2. Diseases which are aggravated by the 
physiologic changes in the demands of preg- 
nancy, such as renal or hepatic disease, tu- 
berculosis and pneumonia. 

3. Diseases which lead to obstetric com- 
plications or necessitate obstetric interven- 
tion—for example, acute peritonitis follow- 
ing appendicitis leading to abortion or pre- 
mature labor. 

Conclusion 

Between August, 1946, and January, 1951, 
more than one thousand maternal deaths oc- 
curred in this state. One thousand cases have 
been analyzed statistically and the results 
are now being studied in an effort to dis- 
cover what measures can be taken to im- 
prove the maternal mortality rate in this 
state. 


Two Compounds Combined 
in Anti-Epileptic Drug 

A new drug preparation combining in tablet form 
two recognized anti-convulsant compounds in order 
to control epileptic seizures more effectively, has 
been introduced by Winthrop-Stearns Inc., pharma- 
ceutical manufacturer. 

Called Mebaroin, the combination tablet consists 
of Mebaral, a recognized sedative and anti-epileptic 
drug, and diphenylhydantoin, also widely used in 
the treatment of convulsive states, 

By combining the therapeutic properties of both 
compounds, Winthrop points out that it is possible 
to achieve more effective control of epilepsy and 
its variants. Being relatively tasteless, Mebaroin is 
easy to take, the company notes, 
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NEWS NOTES FROM THE UNIVERSITY OF 

NORTH CAROLINA SCHOOL OF MEDICINE 
The first postgraduate medical course to be given 
hy the faculty of the Medical School in Chapel Hill, 
a three-day institute on Diagnostic and Therapeutic 
Procedures Applicable to Office Practice, was held 
at the North Carolina Memorial Hospital on March 
4, 5, and 6. Fifty-five physicians from all sections 
of North Carolina were in attendance. Thirty-three 
members of the faculty participated in the program, 
which consisted of a wide range of practical topics 
of interest to the general physician in his office 


practice. 


Postgraduate medical courses sponsored by the 
University School of Medicine and the Extension 
Division have been arranged at Kinston and at Eliz- 
abeth City-Edenton-Ahoskie, with the county medi- 
cal societies as co-sponsors. The programs are as 
follows: 


Kinston 

March 17 
4:00 p.m. 
7:30 p.m. 


Coronary Artery Disease 

Treatment of Cardiovascular Disease 
Dr. William D. Stroud, University 
of Pennsylvania 

March 24 
Obstetrics—subjects to be announced later. : 

Dr. John S. Fish, Emory University 

March 31 
4:00 p.m, 
7:30 p.m. 


New Treatment in Infectious Diseases 

Neurological Disorders in Children 
Dr. Charles F. McKhann, Jefferson 
Medical College 

April 7 
4:00 p.m. 
7:30 p.m. 


Acute Complications of Peptic Ulcers 
Acute Surgical Emergencies of the 
Abdomen 
Dr. Samuel F. 
Clinic 


Marshall, Lahey 


Edenton-Elizabeth City-Ahoskie 
March 18 (Edenton) 
4:00 p.m. Coronary Artery Disease j 
7:30 p.m. Treatment of Cardiovascular Disease 
Dr. William D. Stroud, University 
of Pennsylvania 
March 25 (Elizabeth City) 
Obstetricse—subjects to be announced later 
Dr. John S. Fish, Emory University 
April 1 (Ahoskie) 
:00 p.m. New Treatment in Infectious Diseases 
:30 p.m. Neurological Disorders in Children 
Dr. Charles F. MeKhann, Jefferson 
Medical College 
April 8 (Edenton) 


1:00 p.m. Acute Complications of Peptic Ulcers 
7:30 p.m. Acute Surgical Emergencies of the 
Abdomen 
Dr. Samuel F. Marshall, Lahey 
Clinic 


Dr. William L. Fleming, professor of preventive 
medicine and medical director of the Out-Patient 
Clinic, met with the Fourth District Medical Society 
in Rocky Mount in February and discussed “The 
Current Status of Influenza with Emphasis on Vac- 


cination.” 
* * 
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Dr. Charles H, Burnett, professor of medicine, 
addressed the New Hanover County Medical Society 
on “Current Management of Shock” at the time he 
was acting chief of medicine pro tem at the James 
Walker Memorial Hospital the middle of February. 


Dr. Ernest Craige, of the Department of Medi- 
cine, spoke to the Caldwell County Heart Associa- 
tion on February 16 on “Rheumatic Fever”; while 
in Lenoir he was a guest of the Caldwell Community 
Hospital and discussed “Collagen Diseases.” 

Dr. Marion Hines, professor of experimental anat 
omy at Emory University School of Medicine, gave 
the second annual Ross Herman Jennings Bryson 
Memorial Lecture on February 26; Dr. Hines spoke 
on “The Anatomical Basis for a New Concept of 
the Activity of the Cerebral Cortex in Primates.” 

Dr. Joseph H. Perlmutt, formerly associate in 
surgical research at the University of Pennsylvania 
School of Medicine, has joined the staff of the De- 
partment of Physiology as assistant professor. A 
native of Savannah, Dr. Perlmutt received his train- 
ing at the College of Charleston, the University of 
North Carolina, and Princeton University; before 
going to the University of Pennsylvania he held a 
position on the teaching staff of the University of 
Oklahoma School of Medicine. ' 


NEWS NOTES FROM THE DUKE LNIVERSITY 
SCHOOL OF MEDICINE 


Under the guidance of Dr. Ivan W. Brown, Jr., 
assistant professor of surgery, the Duke Blood Bank 
last year supplied 10,082 pints of blood for trans- 
fusions. With an average stock of 200 to 250 pints, 
the Bank supplied the hospital’s 12 operating rooms 
for an average of more than 35 operations a day, 
as well as helping to meet emergencies throughout 
the Southeast. 


Duke University Nursing School will begin a new 
two-avenue program this summer to help meet the 
nursing shortage in the state, according to an an- 
nouncement by President Hollis Edens. 

High school graduates now are eligible to enter 
directly into nurses’ training in one of two pro- 
grams: 

1. A revised three-year course leading to the di 
ploma in nursing. 

2. A new four-year program leading to the degree 
of Bachelor of Science in nursing. 

“This program will not only help meet the need 
for bedside nurses in North Carolina,” Dean Flor 
ence K. Wilson said, “but also will help fill the de- 
mand for head nurses, administrators and super- 
visors.” 

Revision of the three-year program makes it pos- 
sible for high school graduates to enter directly 
into training. Duke has previously required one year 
of college for admission. 

The new four-year program integrates general 
and professional education by including the re- 
quired college work in the course. 


NORTH CAROLINA TUBERCULOSIS 
ASSOCIATION 
The annual meeting of the North Carolina Tuber- 
culosis Association will be held in Charlotte, at the 
Hotel Charlotte, April 22-25. 


* 
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With 95 units reporting as of January 15, 1953, 
the total 1952 Seal Sale is $418,554.21. Of the 95 
units, 94 have comparable reports. These 94 units 
show an increase of $13,558.97 or 3.3 per cent over 
the same period last year. 

Greensboro, with an increase of $5,692.03 over 
January, 1952, shows the largest increase in the 
state, Forsyth is next with an increase of $2,119.51. 
Granville County leads the volunteer worker coun- 
ties with an increase of $1,444.08 over the 1952 
figure. 

The total Seal Sale, as of December 31 is $418,- 
554.21 or $1,897.83 more than the figure for that 
same date in 1952. The final Seal Sale figure for 
the 1952 Seal Sale was $441,067.00. 


HOSPITAL SAVING ASSOCIATION 


Marked increases in assets, claims paid, and mem- 
bership feature the 1952 annual report issued re- 
cently by Hospital Saving Association, the non- 
profit Blue Cross-Blue Shield Plan. Assets increased 
$399,626.45 over 1951, while $5,984,575.59 was paid 
in hospital-surgical-medical benefits, an increase of 
$1,086,451.36 over the previous year. Net Blue Cross 
hospitalization membership gains for the year were 
24,547, with 30,785 added to the Blue Shield surgical 
membership. 

Hospital Saving Blue Cross membership now 
stands at an all-time high of 450,000, and the num- 
ber of persons covered by Blue Shield surgical-medi- 
cal coverage stands at 420,000. Approximately 5,700 
North Carolina employee groups of five or more 


persons have memberships with the Association, a 
net increase of 247 groups in 1952. 

A program of converting members to higher hos- 
pitalization coverage resulted in 2,500 groups and 


some 50,000 direct contract holders taking the 
higher benefits. The Association’s report states that 
by April virtually all groups will have been con- 
verted to higher coverage. 

Highlight of the year’s activity was a report of 
greatly increased enrollment of rural people in the 
Blue Cross-Blue Shield programs in all parts of the 
state. A well integrated rural development program 
inaugurated two years ago has resulted in much in- 
creased interest on the part of rural people. 

Enrollment in the Doctors Program, a plan of 
hospital-medical-surgical benefits sponsored by the 
Medical Society of North Carolina and introduced 
last May, showed a steady increase from month to 
month. The Association anticipates a further up- 
ward trend in Doctors Program membership. 

Sales of the rider for polio benefits to the regular 
membership continued high, increasing by more than 
$10,000.00 over 1951, when the rider was introduced. 

The report revealed the fact that hospital costs 
rose approximately 1 per cent per month over the 
24-month period between October, 1950 and October, 
1952. National reports show a 79 per cent increase 
in hospital costs between 1946 and 1951. One out of 
seven Blue Cross-Blue Shield members in North 
Carolina now enters the hospital once a year, in- 
stead of one out of ten, as was the case several 
years ago. 

Hospital Saving Association of North Carolina, 
Inc., is a non-profit Blue Cross-Blue Shield Plan 
officially sponsored by the Medical Society of North 
Carolina and the North Carolina Hospital Associa- 
tion. The Association’s board of trustees consist of 
four doctors and four hospital leaders chosen by 
those organizations, as well as four prominent trus- 
tees from the public. 
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NORTH CAROLINA HEART ASSOCIATION 


As a part of its rheumatic fever program, the 
Heart Association of Charlotte and Mecklenburg 
County is providing a tutoring and diversional or 
recreational service for rheumatic fever patients on 
a small demonstration basis. In this way, children 
who must stay out of school because of rheumatic 
fever or rheumatic heart disease are being helped 
to keep up with their school work. In each case the 
volunteer tutors work closely under the direction of 
each child’s physician. 

The tutoring and diversions are used to begin re- 
habilitation for the child and education for him and 
his family in understanding the doctor’s directions 
for preventing recurrence of the disease. The happy 
and constructive attitude of the child in each case 
has been remarked upon by the physicians as a posi- 
tive factor in the child’s total treatment, 


EDGECOMBE-NASH MEDICAL SOCIETY 
The Edgecombe-Nash Medical Society was host 
to members of the Fourth District Medical Society 
at its regular monthly meeting held in Rocky Mount 
on February 10. 


FORSYTH COUNTY MEDICAL SOCIETY 


“The Mental Hospitals of North Carolina’? was 
the subject of a talk by Dr. David A. Young, general 
superintendent of State Hospitals of North Caro- 
lina, at the February meeting of the Forsyth County 
Medical Society held in Winston-Salem on February 


3. 
* * * 


NEWS NOTES 


Dr. James E. Hemphill and the Hemphill Radi- 
ology Clinic at Charlotte have announced the as- 
sociation of Dr. John F. Sherrill, diplomate of the 
American Board of Radiology. The clinic specializes 
in x-ray diagnosis, x-ray therapy, and radium 
therapy. 


TENNESSEE VALLEY MEDICAL ASSEMBLY 


The annual meeting of the Tennessee Valley Medi- 
cal Assembly will be held at the Read House in 
Chattanooga on September 28-29. 


SOUTHEASTERN ALLERGY ASSOCIATION 


The Southeastern Allergy Association will hold 
its next meeting at the Andrew Jackson Hotel, 
Nashville, Tennessee, May 15-16. For further in- 
formation write the secretary, Dr. Katharine Baylis 
—— 1515 Bull Street, Columbia, South Caro- 
ina. 


TRI-STATE MEDICAL ASSOCIATION 


The Tri-State Medical Association of the Caro- 
linas and Virginia held its fifty-fourth annual meet- 
ing in Durham, North Carolina, March 2 and 3. 
More than 200 members, wives, and guests attended 
the two-day meeting, with headquarters, program, 
and exhibits in the Washington Duke Hotel. 

Scientific sessions included symposiums on the 
anemias, psychiatry, orthopedics, endocrinology, and 
genitourinary diseases. Participating in the sessions 
were the following North Carolina physicians and 
surgeons: Dr, R. M. Creadick, Dr. Lewis C. Roberts, 
Dr. Fred Engel, Dr. E. C. Hamblen, and Dr. Lenox 
D. Baker, all of Durham; Dr. Fred K. Garvey and 
Dr. W. M. Kelsey of Winston-Salem; Dr. Charles 
Bb. Burnett, Dr. R. M. Howell and Dr. Joseph Hitch 
of Chapel Hill; Dr. W. M. Roberts, Dr. H, Lee 
Large, Jr., and Dr. J. E. Jacobs’ of Charlotte; Dr. 
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Clyde M. Gilmore, Dr. J. B. Stevens, and Dr. Em- 
mett Lupton of Greensboro; Dr. G. W. Paschal of 
Raleigh, and Dr. J. C. Grier of Pinehurst. 

In addition to the formal program, members were 
invited to make ward rounds at Duke University 
Hospital. 

Officers of the Association are Dr. James Asa 
Shield of Richmond, president; Dr. G. G. Dixon of 
Ayden, president-elect and program chairman; and 
Dr. R. B. Davis of Greensboro, secretary-treasurer. 

Dr. R. Burke Suitt was chairman of the commit- 
tee on local arrangements. 


NEWS NOTES FROM THE AMERICAN 
MEDICAL ASSOCIATION 


Current A.M.A. Policy on Doctor Draft Legislation 

Representatives of the American Medical Asso- 
ciation met in Washington last month to review the 
new “doctor draft” bill which the Department of 
Defense will present to Congress. The A.M.A. policy 
and position on any extension or revision of the law 
was presented to the Department of Defense and 
is incorporated in the following points: om 

(1) Any proposed legislation should specifically 
extend the primary obligation of physicians now 
classified in priorities 1 and 2 who are not called 
into service before July 1, 1953. 

(2) An amendment should be suggested to the 
basic Selective Service Act which would obligate 
physicians covered by the basic Act for military 
service without permitting deferments because of 
dependency cr marital status. 2 

(3) The Association should advocate adoption of 
legislation to provide for the recognition of military 
service since September 1, 1939, with countries 
which were allies of the United States. : 

(4) The present maximum age—registration, age 
50; obligation to serve, age 51—should be preserved. 

(5) The present law should be amended to require 
registration of physicians, under age 50, who do not 
have reserve commissions in the armed services 
medical corps. 

(6) Physicians who have not served since Septem- 
ber 16, 1940, should be called according to age— 
youngest men first — after physicians currently 
classified in priorities 1 and 2 have been called up 
or deferred for reasons of essentiality or physical 
disability. 

(7) Physicians with military service since Sep- 
tember 16, 1940, should be called according to _ 
service—those with the least amount of service first 
—after physicians currently classified in priorities 
1, 2 and 3 are called up or deferred for reasons of 
essentiality or physical disability. 

(8) No distinction should be made between serv- 
ice in World War II and service since June, 1950. 

(9) The present concept of deferring physicians 
regardless of their priority classification if they are 
essential to the national health, safety or interest 
should be continued. 

(10) Legislative authority to establish national 
and state medical advisory committees to the Selec- 
tive Service System should be continued. 

(11) Any extension of the doctor draft law should 
be limited to one year. 

(12) In an effort to insure a more equitable util- 
ization of medical manpower by the armed services, 
the Association recommends the establishment of a 
new position as Assistant Secretary of Defense for 
Health Affairs. It appears that the proper way to 
provide for this would be by an amendment to the 
National Security Act of 1947, as amended. 

It was also recommended that a lesser period of 
service be established for those physicians who had 
at least 12 months of prior military duty since Sep- 
tember 16, 1940, 
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Dr. McCormick’s Inaugural to Be 
Broadcast Nationwide 

The presidential inaugural address of Dr. Edward 
J. McCormick will be broadcast nationwide on Tues- 
day evening, June 2. The program will originate 
from the Commodore Hotel, New York, during the 
A.M.A.’s one hundred second annual meeting. Imme- 
diately following the ceremony, a reception honor- 
ing the new president will be held in an adjoining 
ballroom. 

* * 
NBC to Carry Health Series 

Another series of health education radio programs 
will be presented this year by the American Medical 
Association in cooperation with the National Broad- 
casting System. The series entitled “Medicine, USA 
—1953” will be broadcast from New York on six 
successive Saturdays, beginning March 21 and run- 
ning through April 25, from 8:30 to 9 p.m., EST. 
Subjects include: problems of aging, arthritis, prob- 
lems of deafness, anesthesia, rural health, and ex- 
ceptional children. State and county medical soci- 
eties are urged to encourage local stations to carry 
the series. 

+ 
Doctors Help Support Medical Schools 

Nearly 37,000 physicians contributed more than 
$3,150,000 in direct support of medical education 
last year. This total, however, does not include 
amounts given for buildings, endowments, scholar- 
ships, research, and other special purposes. Dr. Don- 
ald G. Anderson, secretary of the A.M.A.’s Council 
on Medical Education and Hospitals, announced that 
reports from 76 of the country’s 79 medical schools 
indicate that more than 29,000 doctors gave $2,258,- 
534 directly for teaching budgets. 

Public Relations Aid—“Your Doctor” Film 

Tops on the list of 1953 public relations aids for 
medical societies is the “Your Doctor” film. Local 
societies are urged to continue its promotion through 
two channels—(1) encourage commercial theaters to 
book the film through RKO-Radio Pictures; (2) ar- 
range showings of the 16mm version to all seg- 
ments of the community. 

The 16mm version can be booked in two ways. 
The A.M.A. has arranged for Modern Talking Pic- 
ture Service to handle orders throughout the coun- 
try. Only charge is for postage and insurance. The 
second booking method is through state and county 
societies. Individual prints may be secured at $70 
per copy from RKO-Radio Pictures and requests 
filled by society offices. Purchase 16mm prints from 
Mr. Arthur M. Good, RKO-Radio Pictures, 1270 
Avenue of the Amcricas, New York, New York. 

ok 
Name A.M.A. Delegates to World Medical Meetings 

A.M.A. representatives to two important world 
medical meetings—the World Medical Association 
and the First World Conference on Medical Educa- 
tion—have been announced by the Board of Trustees. 

Delegates, alternates and observers to the World 
Medical Association meeting to be held August 31- 
September ,4, 1953, at The Hague, The Netherlands, 
include: Drs. Gunnar Gundersen, E. S. Hamilton, 
Dwight H. Murray, F. J. L. Blasingame, George F. 
Lull and Austin Smith. 

The following representatives will attend the 
First World Conference on Medical Education Au- 
gust 24-29, 1953, in London: Drs. Donald G. Ander- 
son, Herman Weiskotten, Victor Johnson, E. S. 


Hamilton and Austin Smith. 
* &* 


While breast cancer is the commonest cancer 
among women of your age, it is also highly 
curable if treated properly before it has 
spread beyond a local area in the breast itself. 
Every one of you should know the correct 
and most thorough way to examine your 
breasts for any possible signs of cancer. 
Doctors tell us that a woman is much more 
likely to be the first to discover such warning 
lumps or thickenings in her own breasts. 


Nearly 2,000,000 of you have already 
crowded in to see our new life-saving film en- 
titled “Breast Self-Examination”. But we’ve 
set ourselves the task of showing it to every 
single one of you... wherever you can get 
together... at your clubs, your home-neigh- 
borhood centers, your factories or offices. 

For information call our nearest office or 
address your inquiry to “Cancer”, care of 
your local Post Office. 


American Cancer Society 


women 
over 
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New Exhibit Shows How Medical Dollars 
Are Spent 

A new exhibit showing how the medical care dol- 
lar is distributed among physicians, hospitals, drug- 
gists, dentists and others is now available through 
the A.M.A.’s Bureau of Exhibits. “Where Your 
Medical Dollar Goes” features three-dimensional 
figures on a revolving pedestal. Available to state 
and county medical societies, this exhibit may be 
shown either in conjunction with such exhibits as 
“Health Today” and “Your Medical Care” or by 
itself. 


COMMITTEE ON MEDICAL MOTION PICTURES 


The Committee on Medical Motion Pictures of the 
A.M.A. has completed the fourth supplement to the 
booklet entitled “Reviews of Medical Motion Pic- 
tures.” It contains all the film reviews published in 
the Journal, from January to December, 1952. 

The purpose of the reviews is to provide a brief 
description and evaluation of motion pictures which 
are available to the medical profession. Each film 
is reviewed by competent authorities. 

One copy has been mailed to the secretary of each 
state medical society. Copies are available to county 
medical societies on request from: Committee on 
Medical Motion Pictures, American Medical Asso- 
535 North Dearborn Street, Chicago 10, 
Mlinois. 


THE AMERICAN COLLEGE OF ALLERGISTS 


The annual conclave of the American College of 
Allergists will be held this year at the Conrad Hil- 
ton Hotel in Chicago April 24 to April 29. 

The first four days will be devoted to instruction 
under the tutelage of recognized authorities and the 
last three to a discussion and reporting of recent 
advances in the field of allergy by the investigators 
themselves. For detailed information write The 
American College of Allergists, La Salle Medical 
Building, Minneapolis 2, Minnesota. 


AMERICAN HEARING SOCIETY 


The twenty-fifth annual observance of National 
Hearing Week is scheduled for May 3-9 under the 
sponsorship of the American Hearing Society, a 
nonprofit, social service agency with headquarters 
at 817 Fourteenth Street, N. W., in the nation’s 
capital. President of the Society is Thomas L. Tolan, 
M.D., Milwaukee, Wisconsin. W. Earl Prosser is 
executive vice president, 

“Hearing Is Priceless—Protect It” is the theme 
for the campaign. Purpose of National Hearing 
Week is to inform the public about existing pro- 
grams for prevention of deafness, conservation of 
hearing and rehabilitation of the hard of hearing, 
and to point out the urgent need for extended serv- 
ices for children and adults whose hearing is below 
par. 

Affiliated with the American Hearing Society are 
115 chapters in 34 states, the District of Columbia 
and Canada. Also cooperating in the drive for bet- 
ter hearing will be numerous local, state and na- 
tional organizations. Among these are Quota Club 
International and the National Association of In- 
surance Women, both of which have adopted aid to 
the hard of hearing as a major project; Office of 
Vocational Rehabilitation, Federal Security Agency; 
and the President’s Committee on Employment of 
the Physically Handicapped. 
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FIRST WORLD CONGRESS ON FERTILITY 
AND STERILITY 


The First World Congress on Fertility and Ster- 
ility, sponsored by the International Fertility Asso- 
ciation in conjunction with the American Society 
for the Study of Sterility, will be held in New York 
City, May 25-31 (immediately preceding the meet- 
ing of the American Medical Association), at the 
Henry Hudsen Hotel. Owing to the fact that there 
will be seat limitations, it is strongly urged that 
advance registration be made immediately to insure 
reservation. Registration for members of either the 
American Society for the Study of Sterility or the 
International Fertility Association is $5.00; for non- 
members, $20.00. Address Chairman, Arrangements 
Committee, World Congress on Fertility and Steril- 
ity, 1160 Fifth Avenue, New York 29, New York. 

(BULLETIN BOARD CONTINUED ON PAGE 136) 


Classified Advertisements 


FOR RENT: 21 bed hospital, modern build- 
ing, finest equipment, ready for immediate 
operation, located in small town, Doctor de- 
ceased. Reply Box 606, Hope Mills, N. C. 


WANTED: Used furnishings and equipment 
in good condition for clinic, such as_ beds, 
wheel chair, stretcher, delivery room furnish- 
ings, ete., and Electric Auto Clave at least 
12 x 24 in. inside dimension. Reply P.O. Box 
218, Pinetops, N. C. 


New Format for Physician’s Bulletin 

In step with the busy schedule of today’s doctor, 
Eli Lilly and Company has conceived an entirely 
new format for its house publication, The Physi- 
cian’s Bulletin. Starting in January, 1953, the new 
“PB” is designed to give brief, concise information 
in a handy form to the 150,000 doctors who receive 
it. 

The publication changes from its former 8% x 11 
size to a new 5 x 7% “pocket-book” size. Also, it has 
been increased from 24 to 32 pages. Brevity will be 
the keynote in the copy, and full-color illustrations 
will be used throughout. Formerly published six 
times a year, the new “PB” will be issued 10 times 
a year, appearing every month except August and 
December. 

The Physician’s Bulletin is edited by S. O. Waife, 
M.D., with the assistance of other physicians who 
serve fulltime on the Lilly staff. 


Ciba Elects Yonkman Research Vice President 

Dr. Frederick F. Yonkman, leading authority on 
the relation between the sympathetic nervous sys- 
tem and high blood pressure, was elected recently 
Vice President in Charge of Research by the Board 
of Directors of Ciba Pharmaceutical Products, Inc. 

Dr. Yonkman succeeds Dr. Ernst A. Oppenheimer, 
who retired January 1 after nine years in this post. 
Dr. Oppenheimer will continue as a consultant. 

Dr. Yonkman has been Director of Research un- 
der Dr. Oppenheimer since 1945. Prior to coming 
with Ciba in 1944, he was head of the Department 
of Pharmacology at Wayne University Medical 
School in Detroit. 
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BOOK REVIEWS 


Biological Antagonism: The Theory of Bio- 
logical Relativity. By Gustav J. Martin, 
Se.D., Research Directer, the National Drug 
Company, Philadelphia. 516 pages. Price, 
$8.50. Philadelphia, New York, and Tor- 
onto: The Blakiston Company, 1951. 

The theory that the action of drugs is explained 
by the similarity of their molecular structure to 
naturally occurring vitamins, amino acids, hormones 
and other essential metabolites, thereby enabling 
them to compete for surface positions on protein 
enzymes, is by no means new. Nevertheless, the 
author of this book has performed a great service 
to many branches of science in collecting and organ- 
izing a mass of widely dispersed information on the 
various metabolite analogues. The material has been 
organized into chapters relating the various biolog- 
ical antagonists to the similar natural substrates 
such as amino acids, vitamins, hormones, and so 
forth. This organization makes for ready access to 
the discussion of various problems. 

An introductory chapter provides a review of 
enzyme action and enzyme inhibition. A second chap- 
ter briefly reviews the relationship of current drugs 
to action on enzyme systems. In each of the subse- 
quent chapters the particular group of analogues is 
first discussed from the standpoint of the effect of 
modification of chemical structure on the activity 
as a biological competitor. The pharmacologic and 
chemotherapeutic possibilities and implications are 
assayed and discussed, Then a brief recapitulation 
sums up each chapter. The generous use of outlines, 
subtitles, and section heads makes the work easy 
reading for both beginner and specialist. 

Persons in many branches of the biological sci- 
ences will find this book useful, especially to the 
imaginative mind. Although the book presents bio- 
logical antagonism as the fundamental basis of 
pharmacology, physiology, biochemistry, and micro- 
biology, it should be of interest to Ler anyone 
in the clinical sciences who is interested in the 
foundations of medicine. A general practitioner of 
medicine will also obtain benefit from the work in 
yroportion to his interest in the fundamentals of 
biological activity. 

The author appears to have maintained a neutral 
position by presenting both sides of many contro- 
versies, such as the mechanism of action of the 
sulfonamide drugs. The chronological development 
in the understanding of many of the competitive 
relationships is a welcome form of handling many 
of the topics. 

As a whole the book is laudable. Certainly what 
criticism that may be justified must be of a tech- 
nical nature. The bibliography is quite complete, 
and the book is well dened. 


A Manual of Clinical Allergy. By John M. 
Sheldon, M.D., Professor of Ps bo Medi- 
cine, University of Michigan Medical 
School; Robert G. Lovell, M.D., Instructor 
in Internal Medicine, University of Michi- 
gan Medical School; Kenneth P. Mathews, 
M.D., Assistant Professor of Internal Medi- 
cine, University of Michigan Medical 
School. 413 pages, with 27 figures. Price 
$8.50. Philadelphia and London: W. B 
Saunders Company, 1953. 
Although many conventional textbooks of allergy 
and monographs on the experimental aspects of 
immunology are now available, there has long been 
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a need for a practical clinical manual for the medi- 
cal practitioner. The successful practice of allergy 
requires extreme diligence in the search for the 
etiologic agents. The average physician is often 
baffled by or unaware of the multitude of unrelated 
agents which might act as allergens. The text con- 
tains valuable detailed information to assist in such 
2 predicament. 

Of particular value are the sections on drug al- 
lergy and aeroallergens. Detailed instructions are 
appended for the preparation of allergenic extracts 
and even for the planning of the office. The discus- 
sion on hay fever and bronchial asthma are pur- 
posely and justifiably brief. The authors have suc- 
ceeded in writing a manual which is to be highly 
recommended to any one interested in practical 
clinical allergy. 


Therapeutic Meal Plans. A New Diet Man- 
ual, Prepared by the Department of Diet- 
etics and Nutrition, University of Kansas 
School of Medicine. Edited by Virginia 
Toews, Berdena Rosenow, and Ruth Gordon, 
dietitians. 111 pages. Price $3.00. Lawrence, 
Kansas: University of Kansas Press, 1952. 

Although this diet manual was designed to meet 
the needs of the many groups within a teaching hos- 
pital, it seems to have failed in many respects to 
achieve that purpose, 

The manual has several advantages. It is of a 
convenient size, well indexed, contains ary eet 
references, and numerous tables that would use- 
ful to any member of the hospital staff. 

All diets are adapted from the normal diet and 
preceded by a table of the amounts of essential 


RECENT DENTAL LITERATURE 
ADVOCATES BAN ON 
THUMB SUCKING AND NAIL BITING 


Cast from @ children's dental clinic showin 
malocclusion due to thumb sucking 


Authorities show develop- 
mental defects in dental oc- 
clusion when vicious habits 
are not treated. Children and 
adults alike are subject to 
these injurious mouth habits. 
Nagging and rebuke are 
psychologically unsound and 
serve only to focus attention 
on the habit. For efficient 
treatment on a reflex basis, 
prescribe 


Contains: Oleo Resin 
Capsicum, Aloe, Benzain, 
Storax, Tolu Balsam, 
Soluble Pyroxylin and 
Alcohol 4.75% 


Order from your pharmacist 


PUREPAC CORPORATION 
511 East 72nd Street @ New York 21 


Professional 
samples available. 
WRITE TO: 
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foodstuffs contained in the minimum foods required 
to adequately fill the diet prescription. The calcula- 
tions would have been of more value if they had 
been given in either approximate amounts, or if a 
range of minimum and maximum amounts of food- 
stuff had been included with each of the diets. 

Although no hospital personnel would have an 
difficulty in interpreting the various diet lists, eac 
diet would have to be completely reworded before 
used in instructing a patient. If the writers had 
kept this one fact in mind, the manual would have 
been of much more use, not only to hospital per- 
sonnel but to the practicing physician. 

Judging from the manual, the diets of the Uni- 
versity of Kansas School of Medicine are numerous 
and in some instances, radical. Each diet should be 
read carefully before being used. For example; not 
many hospitals consider onions or cabbage proper 
foods for a patient on a soft diet. With the shortage 
of dietitians, the trend is toward fewer and more 
flexible diets. It is regrettable that this trend could 
not have been stressed in this manual. If this had 
been done, the space that is used for such diets as 
high iodine, sweet butter, powdered sugar formulas 
and many other obsolete diets, could have been de- 
voted to better spacing of the more important diets. 

A more readable manual would have resulted had 
each diet begun on a new page. 


Ophthalmic Pathology: An Atlas and Text- 
book, By Jonas S. Friedenwald, Helenor 
Campbell Wilder, A. Edward Maumenee, T. 
E. Sanders, John E. L. Keyes, Michael J. 
Hogan, W. C. and Ella U. Owens, with the 
editorial assistance of Helen Knight Stew- 
ard. Published under the Joint Sponsorship 
of the American Academy of Ophthalmol- 
ony and Otolaryngology and the Armed 
orces Institute of Pathology. 489 pages 
with CCLX Plates. Price, $18.00. Philadel- 
oo & London: W. B. Saunders Company, 
52. 


In the foreword to this atlas and textbook on 
ophthalmic pomeese, Dr. Elbert DeCoursey, direc- 
tor of the Armed Forces Institute of Pathology, 
makes the statement that this text, written by out- 
standing investigators in the field of ophthalmology, 
represents the most advanced thought on the patho- 
logic considerations of this specialty and furnishes 
a solid foundation for the interpretation of clinical 
manifestations of ocular disease, 

The text approaches the various pathologic lesions 
of the eye by way of a preliminary detailed con- 
sideration of normal anatomy, physiology, histology, 
growth, and aging processes. The first four chap- 
ters deal with these considerations and provide an 
easily assimilable review almost mandatory for an 
understanding of the subsequent text and illustra- 
tions. The pathologic lesions are considered in de- 
tail, with emphasis on etiology and pathogenesis. 
The controversial matters as to etiology are dealt 
with inclusively, without prejudice. 

As is so usual with the volumes written by or 
written in collaboration with the Armed Forces 
Institute of Pathology, the excellence of the illus- 
trations assures the value of the work. The photo- 
micrographs which are technically excellent, clearly 
illustrate every feature of the text, and have as 
their source the 30 years’ collection of material of 
the Registry of Ophthalmic Pathology. 


This text and atlas adequately covers every phase 


of eye pathology. It is recommended especially as a 
necessary item in the library of pathologists and 
ophthalmologists, and as a reference text for medi- 
cal students and residents. 


IN MEMORIAM 135 


Iu Memoriam 


GEORGE PENN DILLARD, M.D. 

The medical profession and his community sus- 
tained a severe loss in the death of Dr. George Penn 
Dillard, which occurred as a result of a heart attack 
at his home in Draper on November 20, 1952, at the 
age of 60. 

Dr. Dillard was born in Henry County, Virginia. 
He attended the schools in Martinsville, Virginia, 
and entered Maryland Medical College and was 
graduated from Bennett Medical College of Loyola 
University, Chicago, Illinois, in 1916. Following 
graduation he located in Draper and practiced medi- 
cine there until his death. 

In addition to carrying on a wide medical prac- 
tice, Dr. Dillard was active in the religious and civic 
affairs of the community and state. He served on 
the Leaksville Township School Board for the past 
30 years and lived to see the opening of the new Tri- 
City High School of Leaksville, Spray and Draper, 
which he helped to bring into being. He was presi- 
dent of the board of directors of the Y.M.C.A. He 
was a member of the Board of Stewards of the 
Draper Methodist Church since shortly after his 
becoming a member of that church. He also served 
as president of the Bank of Draper for a number of 
years. In both World Wars I and II, he was medical 
examiner for the local draft board. 

He was a charter member of the American Acad- 
emy of General Practitioners and attended the first 
scientific assembly in Cincinnati in 1949. He was 
past president of the Rockingham County Medical 
Society, an active member of the North Carolina 
Medical Society, a member of the Association of 
Railway Surgeons, and a Fellow of the American 
Medical Association. 

He is survived by his wife, Mrs. Mildred Booker 
Dillard, Dr. George Penn Dillard, Jr., Chief of Staff 
of the Berachah Tuberculosis Sanatorium, Bethle- 
hem, Hashemite Kingdom of the Jordan, Dr. Sam 
Booker Dillard of the home, Mrs. Mildred Ann 
Barksdale, and Mrs, Betsy Brooks Gomer, Jr., to 
whom the Rockingham County Medical Society ex- 
tends sincere sympathy. 

Dr. Dillard measured up to the highest standards 
of his profession and to his own high ideals of 
Christian living, and the medical profession, along 
with his community and his family, is the poorer 
for losing him. 


Carl V. Tyner, M.D., Chairman 
J. F. Fulp, M.D. 
B. F. Cozart, M.D. 


BOOKS RECEIVED 


Physicians Desk Reference to Pharmaceutical 
Specialties and Biologicals, Ed. 7. 616 pages. Ruther- 
ford, New Jersey: Medical Economics, Inc., 1953. 


Treatment of Mental Disorder. By Leo Alexander, 
M.D. 507 pages, with 143 figures. Price, $10.00. 
— and London: W. B. Saunders Company, 


Anatomy of the Nervous System: Its Develop- 
ment and Function. By Stephen Walter Ranson, 
M.D., Ph.D. Revised by Sam Lillard Clark, M.D., 
Ph.D. Ed. 9. 581 pages, with 434 illustrations. 
Price, $8.50. Philadelphia and London: W. B. Saun- 
ders Company, 1953. 


Gifford’s Textbook of Ophthalmology. By Francis 
Heed Adler, M.D. Ed. 5. 488 pages, with 281 figures 
and 26 color plates. Price, $7.50. Philadelphia and 
London: W. B. Saunders Company, 1953. 
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NEW YORK ACADEMY OF MEDICINE 


The 1953 Eastern States Health Education Con- 
ference of the New York Academy of Medicine will 
be held on Thursday and Friday, April 23 and 24, 
1953. The program will include four sessions and 
an evening dinner meeting. 

The subject of this year’s Conference will be “The 
Sociology of Health Education.” 

In this program the sociologist, the anthropolo- 
gist, and the social psychologist will analyze from 
the vantage point of their respective disciplines the 
functions of health education, with special emphasis 
on the problems of communication, 

Participation in the Conference is limited. Those 
interested should address themselves to Dr. Iago 
Galdston, the New York Academy of Medicine, 2 
East 103 Street, New York 29, New York. 


DEPARTMENT OF THE ARMY 


United States troops are getting better medical 
care than ever before thanks to the effectiveness of 
the Army’s medical training program, Col. Floyd 
L. Wergeland, Chief of the Education and Training 
Division, Office of the Army Surgeon General, re- 
ported on his return from a recent trip to Korea. 

Colonel Wergeland, who visited Korea, Japan and 
other points in the Far East in company with Maj. 
Gen. George E. Armstrong, the Army Surgeon Gen- 
eral, said that he considered the continuance of the 
Army educational system, set up prior to World War 
II for officers and enlisted men, to be among the 
three fundamental reasons for the success of the 
Army Medical Corps. The others, in the opinion of 
Colonel Wergeland, are the high standard of medical 
education in the United States, and the indomitable 
spirit of the typical American who when presented 
a challenge follows through regardless of circum- 
stances. 

* * 

“Internships and residencies in Army teaching 
hospitals compare favorably with similar programs 
in the best university hospitals in the country,” ac- 
cording to a report by Dr. Joseph M. Hayman, who 
has headed a special survey by members of the So- 
ciety of Medical Consultants to the Armed Forces. 

The survey was conducted in nine of the Army 
teaching hospitals in the United States by teams that 
in most instances included an internist, surgeon, and 
psychiatrist, with experience in teaching. The survey 
included an appraisal of intern training, residency 
training, regular hospital staff and the consultants 
available at each of the hospitals. Both the intern 
and residency programs were compared with those 
in university hospitals. Teaching rounds and con- 
ferences available in each program were also evalu- 
ated. In addition, several features exclusive to each 
program were given special study. 

Dr. Hayman’s group examined the regular and 
consultant staffs at each facility with respect to 
training, ability and utilization in the program. Dr. 
Hayman concluded “that the Army Medical Corps 
has every right to be proud of its internship and 
residency programs. It is firmly believed that the 
program should be continued, not only as a source 
of well qualified officers for the Medical Corps, but 
as a stimulus to American medicine.” 


March, 1953 


American Medical Specialty boards have recently 
certified 84 more Army medical officers and two, 
previously certified, were given additional sub- 
specialty certification, Major General George E. 
Armstrong, the Army Surgeon General, announced 
recently. 

This brought the number of board-certified Army 
medical officers on active duty as of December 31, 
1952, to 640 as compared with 500 for the previous 
year. In 1945 there were only 75 medical board cer- 
tified specialists on Army duty. 

General Armstrong attributes the increase to the 
Army Medical Service’s Graduate Professional Pro- 
gram inaugurated in 1947, and to the recall to ac- 
tive duty since the outbreak of the Korean conflict 
of Reserve medical officers, of whom some were board 
certified. 


FEDERAL SECURITY AGENCY 


The Food and Drug Administration is stepping up 
its hot war against medical quacks, Commissioner 
Charles W. Crawford revealed in an address to the 
Food, Drug and Cosmetic Law section of the New 
York State Bar Association on February 20. Mr. 
Crawford called attention to action of the Supreme 
Court in refusing to review three recent cases 
against practitioners who claim to cure cancer. He 
said that FDA had investigations coming to a con- 
clusion in several other cases which it would make 
every effort to crown with equal success. 

Mr. Crawford said that worthless concoctions for 
treatment of such dread diseases as cancer, diabetes, 
and tuberculosis, which many years ago could be 
found on the shelves of the corner drug store, are 
today exploited through practitioners and treatment 
centers in various guises—tourist camps, bath house 
sanitariums, and phony clinics. He said that as long 
as they operate on a local basis FDA can take no 
action, but that the clever operator will attract pa- 
tients from other states. The resulting interstate 
transactions in the fake remedies provide a basis of 
Federal action. 


VETERANS ADMINISTRATION 


Veterans Administration recently announced yard- 
sticks it wili use in determining whether veterans 
applying for Korean GI Bill training already are 
qualified for their chosen objectives. 

The law prohibits veterans from training under 
the Korean GI program toward goals they have al- 
ready reached, either through previous schooling 
and training or through job experience. 

VA expiained that a veteran must select his final 
goal before training under the law. It may be either 
an educational goal such as the attainment of a col- 
lege degree; a professional one, such as law or 
medicine, or a vocational goal, such as machinist or 
draftsman. 

He also must list his previous training and ex- 
perience on the application form, so that VA can 
rule whether he has already qualified for the ob- 
jective. 

VA will not approve an application from a veteran 
with a collegiate bachelor’s degree, if he wants to 
take another undergraduate college course merely 
to reach an educational objective. However, the same 
veteran may be permitted to take such a course if 
he shows it is needed to attain a specific vocational 
or professional objective. He would have to show, 
for example, that he intends to follow a specified 
occupation, and that his course would qualify him 
for it. Full credit would have to be given for applic- 
able previous training. 


Use of Alidase® Permits Subcutaneous Administration 
of Fluids at Usual Intravenous Rates 


l In operative states—Alidase circumvents the compli- 

; cating factors of venous thrombosis and “‘wornout”’ 

veins which frequently make fluid administration 
by vein difficult and dangerous. Simplicity and 

! safety of Alidase make hypodermoclysis a method 
of choice for preoperative preparation and postoper- 
ative maintenance. 


In burns—Plasma and electrolyte solutions can be 
given subcutaneously at effective rates when Alidase 
is employed; collapsed veins or risks of thrombosis 
are not a problem with this method. 


Addition of Alidase to the first few cubic centimeters 
of fluid during hypodermoclysis speeds absorption to a 
degree approximating that of the intravenous route. Use 
of highly purified hyaluronidase in this manner avoids 
the well-known difficulties encountered with venoclysis, 
saves valuable nursing time and is more comfortable to 
the patient. 

Hechter, Dopkeen and Yudell! have found that the 
use of hyaluronidase has ‘“‘markedly increased the rates 
of absorption and administration of hypodermoclysis 
with no untoward reactions.’’ They also found that ex- 
tremely small amounts of this enzyme facilitated the 
absorption of fluids in that greater amounts of fluids 
were absorbed by the patient in a given period of time 
and that the localized swelling following hypodermoclysis 
disappeared more promptly. 

Similar results with Alidase were recounted by 
Schwartzman, Henderson and King.? They observed 
“that absorption of various types of solutions, such as 
saline, glucose in saline, Hartmann’s solution, Ringer's 
solution, penicillin, streptomycin, Adrenalin, and pro- 
caine was facilitated in every case,”’ 


In toxemias of pregnancy —Urgently-needed parenteral 
fluids may be administered subcutaneously with the aid 
of Alidase, eliminating risk of thrombosis attending re- 
peated intravenous administration of electrolyte solutions. 
Alidase is the highly purified Searle brand of hyaluroni- 
dase and is accepted by the Council on Pharmacy and 
Chemistry of the American Medical Association. 


G. D. SEARLE & Co. Research in the Service of Medicine 


1. Hechter, O.; Dopkeen, 8S. K., and Yudell, M. H.: The Clinical Use 
of Hyaluronidase in Hypodermoclysis, J. Pediat. 30:645 (June) 1947. 
2. Schwartzman, J.; Henderson, A. 'T., and King, W. E.: Hyaluronidase 
in Fluid Administration; A Preliminary Report, J. Pediat. 33:267 
(Sept.) 1948. 
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Specializing in the Treatment of Al-oholism 
THE KEELEY INSTITUTE 


W. WASHINGTON ST PHONE 2-4413 


GREENSBORO, 


MEMBER NORTH CAROLINA HOSPITAL ASSOCIATION 
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STILL the Radiant “First-Nighter”’ | 
tight through the menopause 


on oral estrogen 
therapy thal 


imparts 


No Odor 


or 
After-Odor, 


No Taste 
or 
After-Taste 


Conviner: her that her next ten years will be as happy and active 
as the past ten, and you'll answer her secret need for reassurance 
Put her on Sutesrrex, and you'll promptly solve the physical symptoms. 
A marked advance in oral estrogenic therapy, SULESTREX is a pure, 
stable, water-soluble, crystalline compound, deriving its estrogenic 
activity from estrone. It is not a mixture of estrogens, 
nor does it contain any inactive steroids or uriniferous ingredients. 
Reich and associates, in a recent continuing study, observed that 
Sunestrex “... is a clinically effective oral estrogenic substance, 
easy to administer and extremely well tolerated... with an 


amazingly low incidence of side reactions.” 


® Prescribe it with the assurance that you are using as “sd 
Sulestrev effective estrogen therapy as science has yet created. Abbott 


PIPERAZINE 
(PIPERAZINE ESTRONE SULFATE, ABBOTT) 1. Reich, W. J., et al. (1952), - . 
®» pit A Recent Advance in Estroge herapy. II. 
Tablets, Sub-U-Tabs and Elixir J. Obst. & 64174, fuly 
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This is one of a series of ad- 
vertisements designed to explain 
the Councils’ functions to you. 


“Does this product 


Acceptance?” 


The first question many physicians 


ask the detail man when 


a new product is presented. 


If the detail man can answer “Yes,” you know that the composition of the 7 COUNCIL ON fs 
product has been carefully verified, that members of the Council have checked z 

the clinical evidence, the label, the claims and agreed that the product merits Gq 

your confidence. You can, of course, ask your own questions, and make your 

own decision about using any product. However, you save yourself a vast 

amount of time—and gain the benefit of an expert, fact-finding body whose 

work protects you and your patient. Therefore, why not use Council Accept- 

ance as your guide? marhitien 


4 


No physician could afford to devote much time and study to every new 
product. Your Council on Pharmacy and Chemistry renders this service for 
you, freely. Nowhere else in the world are there groups that perform the 
functions so ably served by the A. M. A.’s Council on Pharmacy and 
Chemistry, the Council on Foods and Nutrition and the Council on Physical 
Medicine and Rehabilitation. 


Food and drug companies cooperate with the Councils on a free and voluntary 
basis. The Councils serve you by giving assurance that the product bearing it 
has undergone a careful examination. Ask your detail man, “Is this product 
Council Accepted?” 
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A Modern Hospital 


for the 
Treatment of Alcoholism 


A private hospital employing the latest scientific Hormones -Vitamin treat- 
ment (*Hormovit), Conditioned Reflex, Psychological, Psychiatric, Biological 
and other tested methods for the rehabilitation of consent patients suffering 


from alcoholism. 


Under the direction of a competent licensed physician with five consulting 


physicians subject to call. Registered nurses in charge 24 hours daily. 


All equipment modern with facilities *0 take care of fifty patients both 


male and female. 


» The White Cross Hormones-Vitamin and Conditioned Reflex Treatment is 
a common sense approach to the actual removal of the CAUSES creating the 


desire for alcohol. It is the result of years of clinical research and experience... 


sound in principle... thoroughly safe ... successfully used in thousands of cases. 


Approved and licensed by the Virginia State Hospital Board. Atop beautiful Mt. Regis, 
in the quiet serene mountains of Virginia, conducive to rest, comfort and recuperation. 


Doctors’ inspection invited. For information, phone or write 


WHITE CROSS HOSPITAL 


Five Miles West of Roanoke on Route No. 11 
Salem, Virginia— Phone Salem 4761 


*Hormovit is the exclusive trade mark of the White Cross Hormones-Vitemin Treatment Copyright 1952, H.W. Alford, Atlanta, Ge: 
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HIGHLAND HOSPITAL, Inc. 


FOUNDED IN 1904 
ASHEVILLE NORTH CAROLINA 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—Insulin, elec- 
troshock, psychotherapy, occupational and recrea- 
tional therapy—for nervous and mental disorders. 


The Hospital is located in a sixty-acre park, amid 
the scenic beauties of the Smoky Mountain Range 
of Western North Carolina, affording exceptional 
opportunity for physical and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services 
and therapeutic treatment for selected cases desiring 
non-resident care. 


R. Charmon Carroll, M.D., Diplomate in Psychiatry 
Medical Director 


Robt. L. Craig, M.D., Diplomate in Neurology and 
Psychiatry 


Associate Director 


cA private psychiatric hospital em Staff 


ploying modern diagnostic and treat- REX BLANKINSHIP, M.D. 


Medical Director 


ment procedures—clectro shock, in- 

JOHN R. SAUNDERS, M.D, 
sulin, psychotherapy, occupational and Reiton 
recreational therapy—for nervous and THOMAS F, COATES, M.D. 
ssociate 


mental disorders and problems of 
R. H. CRYTZER, Administrator 
addiction, 


P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 


Brochure of Views of our 125-Acre Estate 
Sent on Request 
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Doctor, 
be your own 
judge... 

try this 
simple test 


With so many claims 
made in cigarette adver- 
tising, you, Doctor, no 
doubt prefer to judge for 
yourself, So won't you 


make this simple test? 


Take a PHILIP MORRIS and any other cigarette 


1. Light up either one first. Take a puff—get a good mouthful of smoke 
—and s-l-o-w-l-y let the smoke come directly through your nose. 


ia Now, do exactly the same thing with the other cigarette. 


You will notice a distinet difference between 


PHILIP MORRIS and any other leading brand. 


PHILIP MorrRIS 


Philip Morris & Co. Ltd., Inc., 100 Park Avenue, New York 17, N. Y. 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 


Medicine: 


Alexander G. Brown, Jr., M.D. 


Manfred Call, III, M.D. 
M. Morris Pinckney, M.D. 


Alexander G. Brown, III, M.D. 


John D. Call, M.D. 


Obstetrics and Gynecology: 


Wm. Durwood Suggs, M.D. 
Spotswood Robins, 


Orthopedics: 
Beverly B. Clary, M.D. 


Pediatrics: 


Charles P. Mangum, M.D. 
Algie S. Hurt, M.D. 


Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. 


RICHMOND, VIRGINIA 


Surgery: 
A, Stephens Graham, M.D. 
Charles R. Robins, Jr., M.D. 
Carrington Williams, M.D. 
Richard A. Michaux, M.D. 
Carrington Williams, Jr., M.D. 


Urological Surgery: 
Frank Pole, M.D. 


Oral Surgery: 
Guy R. Harrison, D.D.S. 


Roentgenology and Radiology: 
Fred M. Hodges, M.D. 
L. O. Snead, M.D. 
Hunter B. Frischkorn, Jr., M.D. 
William C, Barr, M.D 


Physiotherapy: 
Liv E. Lund 
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Pathology: 
Regena Beck, M.D. 


Director: 
Charles C, Hough 


GLENWOOD PARK SANITARIUM 


Founded by 
W.C. ASHWORTH, 
M. D. 


GREENSBORO, 
North 


1904 Carolina 


Established in 1904 and continuously operated since that date for 
the medical treatment of drug and alcoholic addictions. Located in an 
attractive suburb of Greensboro where privacy and pleasant surroundings 
are to be found. 

WorTH WILLIAMS, Business Manager R. M. BUIE, JR., Medical Director 
Address; GLENWOOD PARK SANITARIUM, Greensboro, N. C. 
Telephone: 2-0614 
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AWARD WINNING 
BRASSIERES! 


Cordelia surgical 
brassieres have won the 
Blue Ribbon for five 
consecutive years. Now, 
Cordelia has won 
BOTH the GOLD MEDAL 
and BLUE RIBBON 
AWARDS at the 1952 
California State Fair 
Fashion Exhibit. 


When she ache... 
HERE ARE THE FACTS! 


Most corrective, surgical and 
maternity brassiere problems 
have been scientifically 
solved by the staff of 
Physiospecialists at 

Cordelia of Hollywood. 


THE GOLD MEDAL WINNER! 


Each.Cordelia brassiere is 
planatd and made for easy, 
individual fittings by experts 
in local stores. 


THE BLUE RIBBON WINNER! 


Every Cordelia brassiere is a 
luxury in fashion fabrics — 
beautifully, youthfully 
designed. These are the facts 
judges took into con- 
sideration — then awarded 
Cordelia the winner! 


3107 Beverly Bivd. 
Los Angeles, Calif. 
DUnkirk 3-1365 


California’s leading creator and 


manufacturer of scientifically 


designed surgical, corrective, 
maternity and style brassieres. 


Originators of the famous 
“Control-Lift’ design 


“CONTROL-LIFT" 
BRASSIERES 
AVAILABLE 


AT 
THESE STORES: 
Asheville 
Wachtel's, Inc. 


Charlotte 
Asby's Maternity Shop 


Winchester Surgical Co. 


J. B. Ivey & Co. 
Greensbore 

Winchester-Ritch 

Surgical Co. 
Hickory 

Spainhour Co. 
Raleigh 

Carolina Surgical 

Supply Co. 

Margaret Johnson, 

c/o The Smart Shop 
Statesville 

Ramsey-Bowles Co. 
Wilmington 

Belk-Williams 
Winston-Salem 

Dora Shevick Fashion 

Shop 
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TUCKER HOSPITAL, INC. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under our 


staff of visiting physicians. 


Under the Professional Charge of 


Dr. HOWARD R. MASTERS, DR. JAMES ASA SHIELD 
AND ASSOCIATES 


Catalog on Application 


BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


James W. Vernon, M.D. E, H. E. Taylor, M.D. J. T. Vernon, M.D. 


A PRIVATE HOSPITAL FOR THE TREATMENT OF NERVOUS AND 
MENTAL DISEASES, INEBRITY AND DRUG HABITS 
A home for permanent care of selected cases of chronic nervous and mental diseases. 
Equipped for treatment by yg oon methods. Billiards, tennis and other diverting amuse- 
ments. Located in Piedmont North Carolina, the climate is mild and invigorating at all 


seasons. 
The three medical officers of the staff reside at the sanatorium and devote their full 
time to the care and service of the patients. 
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BRAWNER’S SANITTARIUNI 
ESTABLISHED 1910 
SMYRNA, GEORGIA 
(SUBURB OF ATLANTA) 

FOR THE TREATMENT OF PSYCHIATRIC 
ILLNESSES AND PROBLEMS OF ADDICTION 
Psychotherapy, Convulsive Therapy, Recreational and Occupational Therapy 

Modern Facilities 
Custodial Care for a Limited Number of Elderly Patients at Monthly Rate 
Jas. N. BRAWNER, M. D. Jas. N. BRAWNER, JR.. M. D. ALBERT F. BRAWNER, M. D. 
MEDICAL D/RECTOR RESIDENT SUPERINTENDENT 
P.O. Box 218 Phone 5-4486 


ACCIDENT e HOSPITAL e§ SICKNESS 


INSURANCE 


FoR PHYSICIANS, SURGEONS, DENTISTS EXCLUSIVELY 


COME FROM 60 TO 
$5,000 accidental death Quarterly $8.00 $15,000 accidental death Quarterly $24.00 
$25 weekly indemnity, accident and sickness $75 weekly indemnity, accident and sickness 
$10,000 accidental death Quarterly $16.00 $20,000 accidental death Quarterly $32.00 
$50 weekly indemnity, accident and sickness $100 weekly indemnity, accident and sickness 


COST HAS NEVER EXCEEDED AMOUNTS SHOWN 
ALSO HOSPITAL INSURANCE 


Single Double Triple Quadruple 

60 days in Hospital__..__.___.__.._.__.__...._. 5.00 per day 10.00 per day 15.00 per day 20.00 per day 
30 days of Nurse at Home. —--—---—-— 5.00 per day 10.00 per day 15.00 per day 20.00 per day 
Laboratory Fees in Hospital... 5.00 10.00 15.00 20.00 
Operating Room in Hospital... 10.00 20.00 30.00 40.00 
Anesthetic in Hospital_..________-_____-__--__-----------. 10.00 20.00 30.00 40.00 

X-Ray in Hospital 10.00 20.00 30 00 40.00 

to em Hospital 10.00 20.00 30.00 40.00 

COSTS (Quarterly) 

2.50 5.00 7.50 10.00 

Child to 1.50 3.00 4.50 6.00 

Child over 2.50 5.00 7.50 10.00 

$4,000,000.00 PHYSICIANS CASUALTY ASSOCIATION $19,500,000.00 
INVESTED ASSETS PHYSICIANS HEALTH ASSOCIATION PAID FOR CLAIMS 


51 years under the same management 


400 FIRST NATIONAL ‘BANK BUILDING OMAHA 2, NEBRASKA 
$200,000.00 deposited with State of Nebraska for protection of our members 


> PREMIUMS __> <__CLAIMS 
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The A.M. A. approved Burdick EK - 2 
Direct-Recording Electrocardiograph is a 
precision diagnostic instrument with 
simplified design. It enables the doctor 
or technician to take clear, reliable, and 
permanent cardiograms easily and 
quickly. The record is produced by a 
heated stylus moving over heat-sensitive 
paper. 
Lead-Selector switch has positions for 
all leads used in modern electrocardio- 
graphy: Std., 1, 2, 3, aVR, aVL, aVF, 
CF, CR, Ch. 


Modern ELECTROCARDIOGRAPHY 


Powers & Anderson 


Homestead Year round private 
home and school for 
School 


infants, children and 
adults on pleasant 
250 acre farm near Charlottesville. 
Write for booklet. 
MRs. J. BASCOM THOMPSON. Principal 


FREE UNION VIRGINIA 


Norfolk, Va. Winston-Salem, N. C. 
The eee FOR RHYTHMIC CONSTRICTOR 

Thompson CHILDREN a 


DYSTROPHY 


The Burdick RC-2 Rhythmic Constrictor provides 
an important adjunct in the treatment of periph- 
eral vascular diseases. Its use by the patient at 
home will give relief of pain, increased vascular- 
ity, and an increase in skin temperature. Write 
for complete literature and prices, or call... . 


CAROLINA SURGICAL 


SUPPLY COMPANY 


RALEIGH _ DURHAM 
NORTH CAROLINA 
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for Quick Action! 


in the Respiratory and Circulatory Emergencies 


of Intravenous Barbiturate Anesthesia. 


inject 


, Metrazol, brand of pentamethylentetrazol, Trade Mark Reg. U.S. Pat. Off., E. Bilhuber, Inc., Mfr. 


couNciL ACCEPTED (Metrazol 


intravenously, intramuscularly, subcutaneously 


In respiratory and other emergencies resulting 
from medullary depression during anesthesia. 
Ampules | and 3 cc., tablets, solution, powder. 


SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 


100 bed private psychiatric hospital for the treatment of nervous and mental disorders, 
including alcoholism and addiction. 


James P. King, M.D. 
Director 
James K. Morrow, M.D. Daniel D. Chiles, M.D. 


Thomas E. Painter, M.D. Wendell T. Wingett, M.D. 
James L. Chitwood, M.D. 


Medical Consultant 
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DID YOU KNOW? 
THAT—For every four people sitting |] | , 
down to a meal in 1950, there |[ | Compliments of 
will be a fifth person in 1975, |] | 
according to a United States De- 


of Agriculture report? | 

ne-third pint of vanilla ice W h l I 

cream is about equal to one- ac te S; nc. 
half cup of whole milk in cal- 


ad S U R G I C A 


in vitamin A and calories? 

THAT—On an average, a person con- |] | S U P P 3 I E S 
sumes approximately 1550 |}. 
pounds of food annually? 

THAT—A few drops of finger-tip blood 
can be analyzed for vitamin A, 
carotene, vitamin C, riboflavin, 
thiamine, hemoglobin, iron, se- 
rum protein, and the enzyme 
phosphatase? 


The Dairy Council 
WINSTON-SALEM & LEXINGTON 

inston-Salem, N. C. 
BURLINGTON— DURHAM RALEIGH 65 Haywood Street 
3 
| ASHEVILLE, North Carolina 
HIGH POINT & GREENSBORO 
105 Piedmont Bldg. P.O. Box 1716 
Greensboro, N. C. 


Telephones: 1004-1005 


APPALACHIAN HALL Asheville, North Carolina 


An institution for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, alcohol and 
drug habituation. 
a yy = Hall is located in Asheville, North Carolina. Asheville on! claims an unexcelled all year round cli- 
mate for health and comfort. All natural curative agents are used, such as physiotherapy, occupational —: 
shock therapy, outdoor sports, horseback riding, ete. Five beautiful golf courses are available to patients. Ample 
facilities for classification of patients. Rooms single or en suite with every comfort and convenience. 

For rates and further information write 


APPALACHIAN HALL, ASHEVILLE, N. C. 
WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 
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To Members ot the Medical Society of the State of North Carolina 


Are you insured under your Society’s Group Accident and Health Plan? 


SPECIAL ADVANTAGES 
Below are some of the advantages to you in your Society’s Group Policy, which cannot 
be duplicated individually on the open market. 
1. Covers all types of disability. 
2. Company cannot cancel or restrict your benefits, regardless of number of claims, 
or kind of disease. 
3. Cost at least a third less, due to your Society’s special group rates. 
MORE THAN $400,000.00 IN BENEFITS ALREADY PAID TO NORTH CAROLINA MEDICAL 
SOCIETY MEMBERS INSURED UNDER THIS PLAN SINCE 1940 
PLANS AVAILABLE 
Dismemberment Accident and Annual Semi-Annual 
Accidental Death Benefits, Upto Sickness Benefits Premium Premium 


Plan 1 $2,500 Principal $ 5,000.00 $ 25.00 weekly $ 45.00 $23.00 
Plan 2 5,000 Principal 10,000.00 50.00 weekly 90.00 45.50 
Plan 3 5,000 Principal 15,000.00 75.00 weekly 131.00 66.00 
Plan 4 5,000 Principal 20,000.00 100.00 weekly 172.00 86.50 


($433.00 per month) 


FOR APPLICATION, OR FURTHER INFORMATION, WRITE TODAY TO 


J. L. CRUMPTON, State Mgr. 


Professional Group Disability Division 


Box 147, Durham, N. C. 
—Representing— 
COMMERCIAL INSURANCE COMPANY OF NEWARK, N. Je 


INDEX TO ADVERTISERS 


Abbott Laboratories XIX = Parke, Davis & Company XXXII & 3rd Cover 
American Meat Institute VI Chas. Pfizer & Company V 
The Ames Company, Inc. ...XIP Philip Morris & Company XXIII 
Ayerst, McKenna & Harrison IV i iysicians Health Association XXVII 
: - Picker X-Ray Corporation XIV 

The Bayer Company xX 

Bilhuber-Knoll Corp. XXIX XXVIII 
Brawner’s Sanitarium AXVII J. Reynolds Tobacco Co 1X 
Broadoaks Sanatorium XXVI- gaint Albans Sanatorium XXIX 
Carolina Surgical Supply Company XXVIII Schering Corporation XI 
Cordelia of Hollywood XXV_ G. D. Searle & Company XVII 
Council on Pharmacy and Chemistry... XX Stuart Circle Hospital XXIV 
we L. Crumpton. XXXI Thompson Homestead School XXIX 
Dairy Council ...... -XXX Tucker Hospital XXVI 
Glenwood Park Sanitarium XXIV Upjohn Company ... XIII 
Highland Hospital XXII Wachtel’s, Ine. 
Hospital Saving Assn, of N, C, III Westbrook Sanatorium XXIT 
Keeley Institute .. XVIII White Cross Hospital XXI 
Lederle Laboratories Insert Winchester Surgical Supply Company 
Eli Lilly and Company XVI & Front Cover Winchester-Ritch Surgical Company I 
Mead Johnson & Company 4th Cover  Winthrop-Stearns, Inc. VII 


Merck & Company 2nd Cover Wyeth, Ine. XV 


nolably 


well tolerated 


broad spectrum antibiolic 


highly effective in a wide range of bacterial, rickettsial, and viral pneumonias, 
CHLOROMYCETIN (chloramphenicol, Parke-Davis) is particularly valuable 
in mixed infections and where the causative agent is not easily ascertained. 


unusually active against staphylococci CHLOROMYCETIN reduces the like- 


lihood of bronchopulmonary staphylococcal superinfection, an increasingly 
common complication. 


the pneumonias 


Chloromycetin is rapid in producing defervescence 
and recovery, according to recent comparative studies. 
exceptionally well tolerated, CHLOROMYCETIN 
is noted for the infrequent occurrence of even mild 
gastrointestinal and other side effects. 

Serious blood disorders following its use are rare. 
However, it is a potent therapeutic agent, and should 


not be used indiscriminately or for minor infections — 
and, as with certain other drugs, adequate blood 
studies should be made when the patient requires 


prolonged or intermittent therapy. 


Chloromycetin (chloramphenicol, Parke-Davis) is available in a varicty of forms, including: Chloromycetin 
Kapseals,"" 250 mg., bottles of 16 and 100. Chloromycetin Capsules, 100 my., bottles of 25 and 100. 
Chloromycetin Capsules, 50 mg., bottles of 25 and 100, Chloromycetin Ophthalmic Ointment, 1%, 4-ounce 


collapsible tubes. Chloromycetin Ophthalmic, 25 mg. dry powder for solution, individual vials with droppers. 


Strong muscle development and 
excellent tissue turgor 

> characterize the sturdy growth 
of babies fed Olac’, Mead’s 

powdered formula. 

Olac supplies milk protein in 


3 


exceptionally generous amounts. 
Its fat, a single highly 

refined vegetable oil, is well 
tolerated and easily assimilated. 
Dextri-Maltose, supplementing 
the lactose of the milk, 


meets energy needs and for bath full term 
spares protein. Vitamin and premature infants 


A and D supplements are also 


included in the formula. 

Olac is easily mixed with 
warm water—1| measure to 
each 2 ounces water makes a 
formula supplying 20 calories 
per fluid ounce. 

Olac 1s ideal also for 
supplementary and 


complementary feedings of 


babies. 


pun 


Olac 
cD MEAD JOHNSON & COMPANY 


a Evansville 21, Ind., U.S.A. 


"Heth Protein Formule fe! 


a strong start... / )\ 
| 
a 
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